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INFOPMATION COLLECTION & EXCHANGE

Peace Oorps' Information Collection & Exchange (ICE) was
established so that the strategies and technologies devel-
oped by Peace Corps Volunteers, their co-workers, and their
counterparts could be made available to the wide range of
development organizations and individual workers whe might
find them useful. Training quides, curricula, lesson plans,
project reports, manuals and other Peace (orps-generated
materials developed in the field are collected and reviewed.
Same are reprinted "as is"; others provide a source of field
based information for the production of manuals or for re-
search in particular program areas. Materials that you sub-
mit to the Information Collection & Exchange thus became
part of the Peace Corps' larger contribution to development.

Information about ICE publications and services is available
through:

Peace Corps

Information Collection & Exchange
Office of Program Development

806 Connecticut Avenue, N.W.
Washington, D.C. 20526

3

Add your experience to the ICE Resouwrce Center. Send ma-
terials that you've prepared so that we can share them
with others working in the development field. Your tech-
nical insights serve as the basis for the generation of
ICE manuals, reprints and resource packets, and also
ensure that ICE is providing the most updated, innovative
problem-solving techniques and information available to
you and your fellow development workers.

Peace Corps
3
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Vodule 5
Nutrition

Behavloral Objectives

By the end of this module, participants will be able to:

1.

2,

3.

4,

5.

6.

8.

Describe the nutritlonal content of local foods in terms of
"energy foods", "body building foods", and "protective foods"
and demonstrate how to combine examples from each group to
complement protelns and provide a balanced dlet acceptable to
the local culture,

Prepare one nutrltionally sound meal using only locally
avallable foods, utenclls, cookling equipment and fuel. The
meal wll| be based on local traditlonal reclpes,

ldentlfy nutritlonally at-risk infants and chlldren and
detect sligns and symptoms of malnourishment and specliflc
nutritional deflciencles when shown plctures, slides, or
actual children In a c¢!lnic.

Glven a health history of at least one child, demonstrate the
ability to use and Interpret the Road to Health Growth Chart
and eanthropometric measurements according to procedures
out}ined by the tralner.

State breastfeeding and food requirements of a 4 month, 6
month, 9 month, and 1 year-old baby according to weaning
guldel inas presented In Session 30.

Prepare at least one multimix weaning food which contalns a
staple, a legume, and a protein and Iis made frcm foods
avallable In the local market.

Define causal chain and causal web and |ist three factors for
each In relatlion to malnutrition.

Describe the purpose of the nutrition rehabilitatlon centers
In the host country and glve examples of four klnds of health
education activities that are carried out In these centers,
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TOTAL TIME

OVERVYEW

OBJECTIVES

Sesslon 28

FOODS AND NUTRITION

1-2 hours for market visit
2 hours for classrcom activitles
2 hours for preparing traditional meal

A very baslc and loglical place to begin learning
about nutrition In +the developlng worid is the
relatlionship among food, dlet, and nutritlonal
status. Here, participants visit a market place
and purchase avallable foods, espaclally the
most traditlonal In the local dlet.

Back at the +tralning slte they categorize the
foods Into three food groups, according to thelr
primary nutrient content, Through an exami~
natlon of the cost, avallabllity, cultural
preference and nutritlonal content of the foods,
particlpants recognize some of the effects of
dletary practices on famliles In the community.

To galn further Insight Into the traditional
dlet, and valuable skill In food preparation
particlpants cook and eat a tradltlonal meal at
the end of the sesslon.

To ascertaln the local name, cost, avallability,
nutritlonal content, and dletary use of fcods
purchased In the local market.

(Steps 2-4)

To describe the thres main food groups In terms
of local foods belonying to each group, the
nutrients they offer, and the functlons those
nutrlients serve In the body.

(Steps 4, 5)

To oxamlne the potentlial Impact of the local
dlet on the community.
(Steps 6, 7)

To prepare one nutritionally sound meal using
local foods and discuss additlonal ways of
combining avallable foods to create nutritious,
affordable and culturally acceptable meals.

(Step 8)




Sesslon 28, Page 2

RESOURCES ~ Helping Health Workers Learn, Chapter 25,
pp. 39-44,

-

Handouts:

- 28A  Three Food Groups

- 288 ComplImentary Vegetable Protelns

- 28C  VYocabulary |Ist of local foods and
cooking terms (to be developed by
the Tralner),

- 28D Reclpes for Tradltlonal Meals (to be
developed by the Tralner),

MATERIALS Newsprint and markers; money to distribute to
particlpants for food purchases; flannel board
and flgures or other visual ald materlals for
demonstrating how to teach the three food
groups  (Step 7); cooking area wlth local
equipment, wutensils, and fuel for meal
preparation.,

TRAINER NOTE

While all of +the actlivities iIn this sesslon are Important and
practlcal for future, PCY!'s, they can be modifled to sult d|fferent
- tralning sltuatlons and schedujes. For example, the market visit
could be scheduled one to two days prior to the classroom @
actlvities. The meal preparation can be scheduled for noontlime, or
the followlng day.

If possible, coordlnate the vislt, discusslon and meal preparatlon
wlth language tralning. Language Instructors as well as other host
country staff (e,g., cooks and secretarles) can help develop the
vocabulary |lsts and reclpes, accompany partlclpants to the market,
and provlide asslstance In the "kl ychen",

For Step 6, ask a particlpant to prepare a short explanation and
demonstratlon of complementary proteins. Dlet for a Smal| Planet,

by Francls M. Lappe,. Is a good reference for thls Information
concept.

In additlon +to developing Handouts 28C and 28D (see "Resourcest),
be sure +to also adapt the attached handouts so that they focus on
local food ltems.

Contlnued




Sesslon 28, Page 3

To organize the meal preparation, you wlill need to plan a menu
‘ ahead of +tTIme based on the tradltlonal reclipes and make a |ist of

all foods and other ltems required. Divide the Items on the list
among particlpants and tell the groups to purchase these (among
other items) during thelr market vislt.

For addlitlional Information and training training ldeas on foods and

nutrition read Sesslon 4 of the Personal Health Tralning Manual
(Peace Corps).

A flna: note on thls session: |If participants are assignhed tc a
health program which Includes a heavy focus on nutrition, MCH, food
preparation, and/or working with women's groups, then all of the
activitles proposed here are essential. Volunteers In nutrition-
related programs need practice to feel comfortable and capable In
the market place and In the kitchen.

Step 1 Introducing the Sclence of Nutrition

(10 min)
Intreduce the session with some brilef remarks
around the followling polnts:

- Nutrition [s the sclence of food and how your
body uses [t.

Q - Food |Is made up of certaln chemical substances
that work together and interact with body
chemlcals to serve the needs of the body. (Ask
particlpants to name the six classes of
nutrients - protelns, carbohydrates, fats,
vitamins, minerals, water - and llst these on
newsprint.)

-~ The nutrlents needed by healthy Individuals
are usually avallable In foods though no
natural food, by Itself, has all the nutrlents
needed for adequate grceth and good health.

- Food Is culturally defined and selection Is
usuajly Influenced by soclal and cultura!
factors (for example, Insects and dogs are
consldered food sources In many countrles, but
not In the U.S.).

- During this sesslon we are going to fook at
some baslc nutrition concepts and how we can
make the most of locally avallable foods to
ensure proper nutrition.

12
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Step 2 Asslgriing Tasks for the Market Vislt
(10 min)
Explain to participants +hat they will visit the Q
local market for ti. ext one to two hours during
which time they will talk to the vendors, examinre
the varlous categories and kinds of available
foods, and purchase several food Items to bring
back to the training site.

Ask participants to divide Into pairs or triads
for the visit, If locai language capabllity Is
required, dlvide the group so that a participant
with strong language skills is in each triad or
ask host country staff members (e.g. language
Instruciors) +to accompany the group during the
visit,

Glve participants money for purchasing their food
Items and assign each triad one to three speciflc
traditional foods to purchase for cookling later In
the session, Explaln that they should find and
buy these commonly used focds as well as other
foods they see during the foray, (Refer to
Tralner Note at the beginning of the session).
For each food Item purchased they should:

- learn and record the loca! name.

- record the cost, avallabllity, and how It is
sold (by weight, volume, etc.).

= fry to ascertaln how and when It Is prepared
and used In the local diet.

Ask participants If they have any questions or
other points they would |ike to add to the task
asslignhment. Tell the group when they should be
back at the tralning site.

TRAINER NOTE

If host country staff go with the groups to the market, explain to
them beforehand that the participants should do as much of +the
talking and purchasing as possible., The staff member serves only as
a resource not a gulde,

13
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Step 3
(1-2 hours)

Step 4
(30 min)

Sesslor 28, Page 5

The Harket Visit

have participants visit the market and complete
the task.

As each trlad returns, ask them to sit together

and be prepared to present thelr purchases to the
large group.

tdentifying and Categorizing Local Foods

When all the participants are reconvened, ask a
spokesperson from each group to take 4 minutes to
share Impressions of the marketplace and summarize
the experience and interacting with the people who
work there.

Afterwards, explain to the group that they are
going to +ake the foods they purchased in the
market and categorize them Into three groups.
Point out the three sheets of newsprint (see
Tralner Note below), each one labeied with the
name of a food group. Demonsirate which foods
belong In which group by selecting from +the
assortment one or two examples of an energy food,
a body-bullding food, and a protective food,

Explain to the group that as each trlad reports on
thelr purchases they should place each of thelr
foods on the newsprint in the appropriate group.
For thelr reports, ask participants to give the
following Information.

- the local name of the food.,

- the cost, avallablility and how It's sold,

- what It's used for, how I+'s cooked, and any
other relevant data.

As the group presents their foods, write +the
English name and local name on the board and ask
participants to write down the Information In
thelr notebooks for future reference. Also ask
the participants 1f any of the foods appear
misplaced and If so, to say why and move It to the
appropriate group.

14
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TRAINER NOTE |

For Steps 4 and 5, you should select the system of food catego-~ O
rization used In the host country and/or recommended by the

Ministry of Health, Be sure you know how local foods are
categorized within It. Handout 28A suggests the categories of
"energy foods®™, "body-bullding foods®, and %"protective foods", but
other categorizations, which for example, separats the staple from
the other energy foods are also acceptable. Do not use schemes
with more than four food groups as these get confusing. Whichever
system you choose, be certain It Is based in nutritional science.

Before the participants raturn from their market visit, label three
sheets of newsprint with the names of the three food groups. Spread
these out on the floor and arrange the participants chairs in a
clircle around them.

Step 5 Analyzing the Three Focd Groups

(15 min)
Ask participants to look over the three groups of
food In the middie of the room and consider any
experience they've had eating the traditional
diet, Conduct a discusslon around the following
questions:

- What do each of the food groups do for the
body?

- What 1Is meant by a "balanced diet" both In
terms of type and quantity of food?

-~ What foods In each of the areas on the floor
are more nutritious than others In their
same group? How can you tell?

- |Is e&ch group well represented in the local
diet? (If some type of food was purchased
by nearly everyone, discuss why this was
SO, If some type of food Is notably
missing from thelr purchases, discuss why
this might be so.)

= What conclusions can be drawn from
seasonal ity and cost of foods as they relate
to the three food groups and nutritional
status?

Tralner Note

If any type of foods happen to be wilting, or beginning to spoil,
discuss the problems with storage that people may have due to lack
of refrigeration, market facilitles, food transport and
distribution, etc.

BREAK 10 MINUTES
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Step 6 Deronstrating Tradltional Meals and Complemsntary
(20 min) Protelns

Based on their experiance eating traditional meals
during thelr stay in the country ask several
members of +the group +o demonstrate how some of
the foods In the rcom are comblned to form
traditional meals. If possible, have a host
country staff member present ‘o comment on the
participants combinations, shcw other traditional
meals, and demonstrate a typical dally dlet.

Have the group analyze the meals for:

- varlety (all three food groups)

- ndequaie mixture of food groups (all three
groups represented In sufficlently nutritious
amounts).

Ask the pre~selected particlpant to glve the short
lecturette on complementary protelns using the
same traditional foods to tllustrate the concept
and show examples of how the culture elther
already uses complementary combinations or could
make some adjustments to enhance the nutrlent
value of the meal.

Distribute Handout 28A (Three Maln Food Groups),
Handout 28B (Complementary Vegetable Proteins),
and Handout 28C (Vocubulary List of Local Foods
and Cooking Terms) as reference materlal for
participants.

TRAINER NOTE

Most diets In the developing world are based on complementary
proteins, often times grain-legume combinations. Be sure the group
understands how thils theory may already be practiced In the host
culture.

During dlscussion make the polnt that grain~legume comblnatlons are
usually significantly cheaper sources of protein than meats,
poultry, and animal products, Demonstrate +o the group how to
combine gralns and legumes In sufficlient proportions to get the
optimal proteln,

16
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Step 7 Relating the Traditional Dlet and Nutrition

(25 min)
After the demonstrations end dlscussion on Q
traditlonal food combinations and complementary

protelns, help the group draw some conclusions and
apply what they have learned about the relation-
shlp between the local dlet and the nutritional
status of the community, Ask particlpants to
address these questions:

=~ Why do you think these food Items constitute
vhe traditlonal meal? Is It because of thelr
avallabllity, cost or habit?

- khat are your general Impresslons about the
iocal dlet? What might be some positive and
negatlive aspects of the dlet?

- From what you have learned about the nutrltive
value of the traditional meal, what could make
It more nutritious using foods that are
available and affordable, How could you flind
out If these suggestlons are culturally
acceptable.

- How often will you prepare a meal of this
sort? Why? Why not?

- What are some possible health educ .tlon
messages for the local community regarding
balanced dlets and nutrient-rich foods?

Tralner Note

If time allows, brlefly demonstrate the use of a flannelboard (or

other visual aldes) for teaching about food groups and balanced

meals to mothers and chlldren. See Chapter 25, pages 39~44, of
rs n for ldeas.

Step 8 Preparing a Traditional Meal
(2 hours)

End the sesslon by having the group prepare and
ezt a meal using the foods they purchased In the
market. Distribute Handout 28D (Reclpes for
Tradltlonal Meals) and ask participants to declide
which of the dishes they want to try. Have them
make +thelr selectlons, divide Into small work
groups and begin the food preparation,
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As the activity procedes, ask particlipants to
clrculate around the cooking area to observe the
other dishes belng prepared. When appropriate,
call the group together to demonstrate or explain
aspects of cooking and food processing which may
be new and forelgn to the group.

When the dishes are ready to eat, call In any
Invited guests and ask someone In the group to
demonstrate local serving and eating protocal and
procedures, During the meal ask participants to
Informally describe their dishes to Interested
guests. At the end, have the group clean-up the
cooking area.

TRAINER NOTE

This type of activity not only provides a pleasant change of pace
In the tralning program, It also enable particlpants fo acquire
skills which wiil later help them gain credibility with the women
In thelr communities.

Ideally, the cooking site and entire cooking process should
simuiate the local way of doing things. Actlvitlies would Include
using only avallable utensils, and contalners, peeling, cutting and
chopping using local methods, preparing and managing a flre,
testing for taste and doneness as local women would do.

If the group makes several diffsrent kinds of dishes, dliscuss each
one In terms of 1) when It Is vsually eaten during the day or week,
2) If It Is eaten alone or with some other food, and 3) its
relative cost. Be sure the group understands which food(s)
comprise the everyday traditional dlet of the poorer members of the
community.

Ask host country staff members to assist you as "resource cocks®
during the preparation. Above all, try to keep the c{Imate relaxed
and fun.

I1f possible, Invite other +tralnees, tralning staff, Peace Corp
staff and/or local agency representatives to be guests at the meal.

-529-~




Session 28, Handout 28A

THREE MAIN FOOD GROUPS

Group I:  Body Bullding (Proteln) Foods

This group contalns foods which provide a high percentage of
protein, Important In bullding ,malntalning, and repairing
body tissue. Although there are dlfferent types of
protelns, all are made up of small molecules called amino
aclds. It Is these Indlvidual amino aclds which are
requlred by the body. This group Includes: beef, lamb,
chicken, fish, eggs, mllk, cheese, peanuts, soybeans, black
eyed and other beans, peas, legumes, crabs, snall, ap<
shrimp.

Group ii:  Energy (Carbohydrate) Foods

This group provides calorles to +the body through the
consumption of foods which contaln elther high amounts of
carbohydrates and/or fats. Carbohydrates make up the chlef
source of energy for the body, and are the least expensive
form of energy-providing food. Fats are Important because
of thelr hIgh energy potentlal and thelr role In absorbing
cerfaln vitamins., Fats also help tc make foods tastler and
provide & f{eellng of fulliness. Some of the common food
iteas found In thls group are: bread, plaintaln, corn,
rice, sorghum, =lllet, cassava, yams, buiter, coconut, palm
oll, sesame seed oll, psanut olj.

Group 1il: Protective (Vitamin/Mineral) Foods

These foods, whlle not belng very high In protelns,
carbohydrates or fats, do provide Important quantities of
vitamins and minerals needed to protect the body against
walfunctioning and +to help ensure proper metabollsm.
Vitamins and minerals (such as calclum, phosphorous) are
Important elements In malntaining reslistance agalnst
lilness, Since vitamins are often lost durlng cocking care
should be faken to not overcook vegetables. Protective
foods consist mainly of frults and vegetables, Including:
®ango, orange, papaya, tomato, onlon, sweet peppers, carrot,
eggplant, grapefrult, cabbage, avocado, pineapple, cucumber,
okra, spinach and other green leafy vegetables.

15
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COMPLEMENTARY VEGETABLE PROTEINS

Proteins come In many forms; some more useable by the body than
others. Animal products, such as meat, eggs and milk provide
exactly the components we need in the right amounts. Cereals,
legumes, seeds and nuts are vegetable proteins and when
appropriately combined, offer the same proportion of needed
components. Therefore mixing specific vegetable proteins is
necessary to obtaln adequate levels of protein. The following
mixtures of prételns are complementary; meaning that combined,
they provide an adequate measure of protein,*

1. OGRAINS + LEGUMES
2., GRAINS + ANIMAL PRODUCTS

3.  SEEDS AND LEGUMES

*|+ should be noted that these combinations must be consumed
together in the same meal to ensure adequate protein intake.

GRAINS SEEDS
Examples: Examples:
mil let sesame seed
rice sunfiower seed
corn
vheat
semol Ina
ANIMAL PRODUCTS LEGUMES

Examples: Examples:
fish groundnut
€ggs chick pea
milk lentils
chicken cow pea
beef black bean
lamb kidney beans
pork soybeans
cheese

Dark green leaves are another source of vegetable proteins and
thelr use should be encouraged.

(Adapted from: Lappe', Diet for a Small Planet)

20
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TOTAL TIME
OVERVIEW

OBJECTIVES

RESOURCES

Sesslon 29

RECOGNIZING MALNUTRITON

4 hours

Malnutritlon can be defined as that state of
nutrition of the body caused by a dlet- that Is
elther Inadequate, Imbalanced or Is not effec~
tively utllized by the body. Many diseases and
deaths which appear +to be from Infections are
actually preconditloned by malnutrition. To
prevent severe malnutrition, early recognition
of the symptoms of Its mild forms and "at risk"
chlildren Is Important,

In thls session, particlpants use plctures or
slldes to Identify "symptoms" of malnutrition
as well as the soclal Indicators of "at risk"
children.

Later the group discusses growth measurement as
a way of assessing chlldrents nutritional
status. Participants practice welghing and
measuring chlildren and using and Interpreting
growth charts.

To recognize the signs and symptoms of
malnour [ shed and nutritionally deflclent
chlldren.
(Step 1)

To use and Interpret thi Road to Health Chart.
(Steps 4, 5)

To use and Interpret anthropometric measures
for ldentification of "at risk" children.
(Steps 6, 7)

ric -1t 1)
(Chapter 9),

- Nutritjon for Developing Countries (Chapter 2)
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Handouts:
- 29A How do you Measure Malnutrition?
=~ 29 Road to Health Chart
- 29C Making and Interpreting a Growth
Chart (to be developed by tralner)
- 290 Anthropomeiric Measures Recording
Sheet

Tralners Attachmentss
- 29A Kwashlorkor
- 29B Marasmus
- 29C Dectecting Anemla and Yitamin A
. Defliclency
= 290 Comparison of Anthropometric Measures
29E Guldellnes for Interpreting Wutri+ion
Survelllance Data
- 29F Examples of Information to be Recorded
on a Growth Chart

MATERIALS Stides or plctures of malnourished children,
sl lde projector, newprint, markers.

PROCEDURE :

Tralner Note

Before the sesslon make a point of reviewing all the Tralner
Attachments, particularly for the preparation of the presentation
In Step 1. Also, learn as much as possible about the prevalent
nutritional deflclencles In your country and be prepared to discuss
them thoroughly In +this flirst step. Make sure the slide show or
visual alds you have prepared for Step 1 allows participants the
opportunity to see and Identify specific signs anC symptoms of
various kinds and stages of malnutrition and nutritional
deflclencles that are common In your country.

Step 1 Recegnlzing Malnutrition

(30 min)
Using plctures or slldes, ask the participants to
ldentlfy and dlscuss the clinlcal signs of the
various forms of malnutrition and name them If
they can.

22
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Conclude thls step by stating that while the group
has Just reviewed pictures that represent varlous
signs of severe malnutrition, the primary focus of
the session Is to provide participants with the
necessary skills and knowledge to Identlfy
children at risk of deveioping severe forms of
malnutrition.

Tralner Note

Four of the most prevelant forms of malnutrition and nutritional
deficlencles of which you should obtaln siides or plctures of are
Kwashlorkor, Maramus, Anemla and Vitamin A deficlency.

Tralner Attachments 29A-C have been provided for your reference and
as alds during the participants! discusslon of these slides.

You may want to distribute these attachments as handouts for the
particlpants reference when they are In thelr communities.

During the dlscussion, make sure participants understand that when
assessing a chlld for signs of malnutrition, It Is best to start
from the head and work downward.

Step 2 Identifying High Risk Children

(15 min)
Introduce thils step by stating +that the maln
causes of malnutrition can be found by examining
the soclal, economic and health statuses of
high-risk groups. High-risk groups are usually
children between the ages of six months and three
years, and women who are pregnant or lactating.

Ask the participants to bralnstorm a 1ist of
soclal and physical signs that they could use to
Identlfy chlldren at high risk. Tell them that
recognizing these factors will help In the
development of plans for preventing malnutrtion.
If particlpants have as a tralning text Guldel lnes
for Training Community Health Workers In
Nutrition, have them ook over the descriptions of
risk factors |isted on pages 86 and 87. Ask the
group to Ideatlfy which of the risk factors from
thelr list may be most significant In thelr
communities.
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Tralner Note

The following Indicators which can be used to Identify "at risk®
chlldren should be mentloned and recorded on newsprInt:

Maternal welght below 43.5 kgq.

All blrth orders over seven

Breakdown of marrlage or death of elther parent

More than four sibling deaths

Birth weights below 2.4 kg, for males and. 2.3 kg. for
females.

Fallure to galn 0.5 kg. @ month In the first three months of
I1fe and 0.25 kg, In the second three months of |lfe.

- Breast Infectlons and difficultlies In breast feeding.

- An eplsode of measies, whooping cough and severe repeated
dlarrhea In the early months of |lfe.

For speclflc detalls concerning these factors, please refer to See
How They Grow (Chapter 9) or i
Yorid = (Chapter 9). If dlarrheal diseases are prevelant In the
local communitles, be sure to conduct Sesslons 39 and 40 with the
group. These sesslons deal with dlarrhsal disease control and Oral
Rehydration Therapy. Module 7 of

tlon discusses In slmple terms the relation-
ship between dlarrhea and dehydration, You may want to have
participants read It as supplementary Information.

Step 3 Assessing Nutritlonal Status

(35 min)
Distribute Handout 29A (How do you Measure
Malnutrition?). Go through +the handout with the
group and elaborate on the measures discussed
there. Use Tralner Attachment 29D (Comparlson of
Anthropometric Measures) +to discuss some of the
limlts of and distinctions between the measures
and to clte the advantages and dlsadvantages of
hasing a few dlscrete measures with which o
assess a chlld's nutritional status.

Durlng thils discussion, show and demonstrate the
different measuring devices and techniques by
measuring several of the participants, Preferably
measure persons of dlifferent ethnic groups and
sexes to show the varlation In measurements and
have the group Interpret the resul+s according to
Indices glven, Use Tralner Attachment 29
(Guldel Ines for Interpreting Nutritional
Survelllance Data) to explaln how to Interpret the
measures,
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When

Tralner Note

discussing age for welght, briefly mentlon various ways that
the health worksr can determine a chlld's age.
that can be used are:

birth certliflicates
developing a local events calendar
counting the number of teeth the chlld has, and

Several methods

noting other developmental characteristics to estimate age.

. Step 4
(20 mln)

Introducing the Growth Chart

Distribute a blank copy of Handout 298 (Road to
Health Chart) +to all the particlpants. As you are
passing out thls chart tell the particlpants that
measuring a chllds growth Is one wiy of measurIng
his or her health and the quallty of hls or her
nutrition. As growth or health status Is not
static, +his therefore Implles that welghlng and
measuring needs to be a contlnual process and
systematically recorded 1n order to permit the
health worker or parent to understand the child's
health status and to detect early slgns of growth
fallure ard hence high mortal Ity risk.

Explaln the chart to the participants by stating:

- The upper 1lne on the chart shows the welght
of well-fed chlldren.

- The lower Ilne Indlcates the area below which
a chlld welghs less than they should for thelr
age.

- The space between the line Is +the road to
health and |1ife.

= A chlld's growth curve should always be
rising, 1If it Isn't, this Indicates that the
child Is In danger no matter where the child
Is on the chart.

= A chlld's age In months Is written up the slde
of the chart,

Next, ask the participants to review the chart and
to Ilst the different purposes that It serves,
Ask for a volunteer to write thelr statements on
newsprlint.

-539-
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Tralner MNote

Several purposes the chart serves Include:

keeping pertinent and concise medlcal records on children
during critical developmeni stages

encouraging mothers! ongolng Involvement with an
Under-Flves! clinlic or CHW

providing a qulck vlsual means of monitoring a child's
medical hlstory for untralned workers

charting a child's age and appropriate +imes for
Immunlzatlons

having a record of the heaith history for different heaith
personnel If the chlld moves

The Growth Chart that participants work with here should be the one
that Is used by the Host Country health system.

Step 5
(40 min)

Using Growth Charts to Interpret Chiidren's
Health Status

Have the particlpants form several small working
groups and dlIstribute Handout 29C (Making and
Interpreting a Growtt Ohart) to each group. Ask
them to spend the next 10 minutes filling In and
Interpreting the Information that Is attached to
each chart and preparing a brlef summary of thelr
findIngs.

After 20 minutes reconvene the groups and have
them present thelr assessment of the chlidts
health and any i .tritional recommendations they
would glve to the mother.

After each small group has finlshed with thelr
presentation have the other particlpants evaluate
the assessmont and state whether +they agree or
disagree with the dlagnosis and why.

After the presentations, ask the group to discuss
any difflcultles they had In using the chart and
to lIdentify the benefits and drawbacks to using It
as an assessment tool. Be sure the group
understands the relatlonshlp between growth and
nutrition,

26
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Tralner Note

Use Tralner Attachment 29F as a gulde for assembl Ing Information
that the particlipants should record on the chart.

Some of the polnts that shouid be mentioned or discussed concerning
the use and Importance of the Road to Health chart are:

Difficulty getting cerrect age from mother
Difflculty In accurately charting the welghts
(e.g. lIndlviduals may use January-December calendar
rather than the chlld's birth calendar)
Indlviduals become so Involved In the actual charting that
they forget to analyze the data or discuss the child's
progress with the mother.
Host Country Natlonals fee! that standards used In
developing the growth 1lnes are not appropriate for thelr
population
If achlld Is growing well he or she Is probably healthy and
adequately nourlshed. Months before a chliid has obvlous
signs of malnutrition, he or she will have stopped growing
Growth 1Is measured In several ways and baby welght Is the
simpiest.

Step 6
(60 min)

20 Mlnute Break

Assessing and Interpreting Nutritional Status

Have the participants form small groups of two or
three persons each and dlistribute Handout 29D
(Anthropometric HMeasures Recording Sheet), Before
the small groups beglin measuring chlldren, go over
the handout with them and stress the Importance of
having each person record thelr measurement
Immedlately after measuring as It Is easy to
forget and may be tempting to change if I+ doesn't
agree wlith other group members' measurement
results, Tel. them there will be a chance to
discuss measuring varlation and Inter-rater
reflabllity In Step 7.

Assign speclflc groups to the areas where the
welghlng scales or balances, measuring boards or
helght measures and arm clrcumferences tapes or
bracelets are located, Have groups take turns
welghing chlldren (or each other), measurlIng thelr
helght/length, measuring thelr arm circumference
and talking with them and thelr parents to
establIsh thelr ages and general heaith history,

27
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As facllitator be sure that things are golng
smoothly and help any participants who are having
difficultles. (You may wish to have some national
training staff on hand to help with this step also
If there are a large number of chlldren who will
be present,)

Khen groups have finlished measuring and recording,
have them spend a few minutes golng over thelr
Individual measurements for +the varlous chllidren
and filling In Handout 290 (Anthropometric
Measures Recording Sheet) with each other. Thank
the community members agaln for thelr help In the
tralning program.

Tralner Note

Thls step will vary slightly depending on whether the tralner was
able to arrange for 1ocal Infants and chlldren to come In to be
measured or (preferably) for Tralnees to visit an Under-Flves
Clinlc. If children are coming In, the tralner should explaln to
the group that +this Is a real opportunity to do some nutrition
counseling and to apply health education Informatlon they have
already learned. When +the famlliles arrive, the tralner should
welcome them and thank +them for helping the tralning effort.
Explaln the purpose of the measuring tasks and what procedures will
fol low. Try not to have any Infant or child deluged by
particlpants or measured by more than two small groups using the
same technliques. WIth permission of the parents? You may wish to
have particlpants assess chlldren for other clinical sligns and
symptoms, (e.g. vitamin A deflclencv, anemla, etc.) .

If chlldren w!ll not be measured in this step, have particlpants
measure each other or dolls of varylng slzes, but be sure to
emphasize the great dlfferences between measuring a doll and a 18
month old chlld who Is frightened and squirming.

If time permits you may also wish to have particlpants conslder the
accuracy of different local welghing and measuring tools and how
they might construct some of the measuring devices themselves In
thelr sltes.
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Step 7 Group Discusslon on Measuring Children

(20 min)-

‘ Reconvene the group and have each small group
report on thelr measurements for the various
children they measured. Have a particlipant record
these on newsprint and compare the varlations in
measurements within the small groups with +the
variations among the small groups. Have the
groups dlscuss any difflcultles they may have had
In dolng the anthropometry. Have them-also dis-
cuss any simllarities or dlfferences in
Information galned about the children and In thelr
perceptions of <+the chlldren and famllles. They
should also brlefly discuss +the problems
encountered and Identify any additlonal
Information or skills they need,

End the sesslon by asking each participant a skill
or attitude needed for conducting good nutritional
assessments.

4V)
W
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HON DO YOU MEASURE MALNUTRITION?

How To Measure Weight-For-Length
HOW TO MAKE A MEASURING BOARD

Meter Stick

Backboard
Headboard l

Triangular

Footboard

15cm
20cm

Make a measuring board
You can make a measuring board like this:

1. Buy a meter-long measuring stick at a
bookstore or hardware store.

2. Get a piece of plywood 2 cm to 1 cm thick.
Cut it in 3 pieces:

—15 cm x 15 cm (Headboard)
—15 cm x 40 cm (Backboard)
—15 cm x 20 cm (Footboard)

3. From another piece of wood, about 5 cm thick,
cut a triangular block 15 cm x 6 cm.

4. Attach the meter stick, backboard, triangular
block, and headboard as shown in the drawing. Use
small screws. (The footboard stays separate and is
not attached to the other pieces.)

5. Since the backboard will be rough (because
of the meter stick and the screws), you can cover the
backboard with a cloth, to make the children comfor-

table.
ﬁ-’ﬁs' 3 n 7
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Measure the child

Measure any child who fits on the measuring
board, no matter how old he is. Put the measuring
board on the ground. Lay the child on it with his back
on the backboard, and his head against the head-
board. Ask your helper to hold the child’s head and
keep his body straight. Use one hand to press on the
child's knees and make: his legs straight. Use your
other hand to push the footboard against his feet until
it touches his heels. Hold the footboard in place while
your helper lifts the child off the board. Read the
lc.:htild’s length on the meter stick and write it on your
ist.

Weigh the child

A small scale is best, so you can carry it with you @
and weigh each child at home. You can order a small
hanging scale from this address:

CMS Weighing Equipment Ltd.
18 Camden High Street
London NW1i OJH

Englar.d

If you must use a large scale that is too big to
carry, leave your scale and measuring board at one
house. After visiting each family, take the children to
that house to measure and weigh them.

Which children are MALNOURISHED?

For each child, you must know his weight and
also the weight he should have for his length. If he
weighs too little for his length, he is MALNOUR-
ISHED. Look at the “Weight-for-Length List” on the
next page.
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WEIGHT FOR LENGTH (Supine) FOR BOTH BOYS AND GIRLS

Percents of Medlan Parcents of Median
Length Median 85% 80% 75% 70% Length Median 85% 80% 75% 70%
49.0cm 3.2kg 2.7kg 2.6kg 2.4kg 2.3kg 67.0cm 7.6kg 6.5kg 6.1kg 5.7kg 5.3kg
49.5 33 28 2.6 25 2.3 67.5 78 6.6 6.2 5.8 5.4
50.0 34 29 2.7 25 24 68.0 79 6.7 6.3 5.9 55
50.5 34 29 2.7 2.6 24 68.5 80 68 6.4 6.0 5.6
51.0 35 3.0 28 26 25 69.0 82 7.0 6.6 6.1 5.7
1.5 36 31 29 2.7 25 69.5 83 71 6.7 6.2 58
52.0 37 31 3.0 28 2.6 70.0 85 7.2 6.8 6.3 59
52.5 38 3.2 3.0 28 2.6 70.5 86 7.3 6.9 6.4 6.0
53.0 39 33 3.1 29 2.7 71.0 87 74 7.0 6.5 6.1
53.5. 40 34 3.2 3.0 28 715 89 75 71 6.6 6.2
54.0 41 35 33 3.1 29 72.0 90 76 7.2 6.7 6.3
54.5 42 36 34 3.2 29 725 9.1 7.7 7.3 6.8 6.4
55.0 43 37 3.5 3.2 3.0 73.0 92 79 7.4 6.9 6.5
556.5 44 38 3.5 3.3 3.1 73.5 94 8.0 15 7.0 6.5
56.0 46 39 3.6 34 3.2 740 95 8.1 76 74 6.6
56.5 47 40 3.7 3.5 3.3 745 96 8.2 7.7 7.2 6.7
57.0 48 44 3.8 3.6 3.4 75.0 97 8.2 7.8 7.3 6.8
575 49 4.2 39 3.7 3.4 75.5 98 8.3 79 74 6.9
58.0 51 43 4.0 3.8 3.5 76.0 99 84 79 74 6.9
58.5 52 44 4.2 39 3.6 76.5 100 85 8.0 7.5 70
59.0 53 45 4.3 4.0 3.7 77.0 10.1 8.6 8.1 7.6 71
59.5 55 46 4.4 4.1 3.8 77.5 102 87 8.2 7.7 7.2
60.0 56 4.8 4.5 4.2 3.9 78.0 10.4 8.8 8.3 7.8 7.2
60.5 57 49 4.6 43 4.0 785 105 8.9 84 7.8 73
61.0 59 6.0 4.7 44 4.1 79.0 106 9.0 8.4 78 74
61.5 60 5.1 4.8 45 4.2 795 10.7 941 8.5 8.0 75
62.0 62 5.2 4.9 4.6 4.3 80.0 108 9.1 8.8 8.1 75
62.5 63 54 5.0 47 44 80.5 108 9.2 8.7 8.i 76
63.0 65 65 5.2 48 4.5 81.0 11.0 93 8.8 8.2 1.7
63.5 66 56 5.3 5.0 46 815 111 9.4 8.8 8.3 17
64.0 6.7 57 5.4 5.1 4.7 82.0 11.2 95 8.9 8.4 7.8
64.5 69 59 5.5 5.2 48 82.5 113 96 9.0 8.4 79
65.0 70 6.0 5.6 5.3 4.9 83.0 114 96 9.1 8.5 79
65.5 72 6.4 5.7 5.4 5.0 83.5 115 97 9.2 8.6 8.0
66.0 73 6.2 5.9 55 5.1 84.0 1. 9.8 9.2 8.7 8.1
66.5 75 64 6.0 56 5.2 84.5 116 99 9.3 8.7 8.2
DIRECTIONS FOR MEASURING CHILDREN WHO ARE LESS THAN 85 CM IN LENGTH
Step 1. The measuring board is placed Step 5. The measurer then immediately

Step 2.

Step 3.

Step 4.

horizonlatly on the ground or on a
tabte,

With the help of one or two
assistants, place the baby,
tareloot and without head zover-
ing on the measurning board with
the head against the fixed (non-
movable) end.

An assistant holds the baby's
head so that the eyes are pointed
straight up and applies gentle
traction to bring the top of the
child’s head into contact with the
fixed end of the measuring board.
The measurer holds the child's
knees together and pushes them
down against the tabletop with
one hand or forearm, fully extend-
ing the child. With the other hand,
the measurer slides the movable
footboard to the child's feet until
the heels of both feet touch the
footboard.

NCHSICOCWHO NORMALIZED REFERENCE
r~
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Step 6.
Step 7.

Stap 8.

removes the child’s feet from con-
tact with the footboard with one
hand (to prevent the child from
kicking and moving the footboard)
while holding the footboard
securely in place with the other
hand.

The measurer reads the measure-
ment to the nearest 0.5 cm.

The recorder then writes the
measurement clearly on the form.

The measurer then looks at the
recorded value on the form to be
sure that it is correct.

Prepared By
HHS, PHS, CDC, CHPE, Nulution Division,

Allanta,

Georgia 30333
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WEIGHT FOR HEIGHT (Stature) FOR BOTH BOYS AND GIRLS

NCHSXCDC/WHO NORMALIZED REFERENCE

but § cm should be subtracted f

eight who 80 too :ck to stend may be messured

Percents of Median Percents of Median
Heighl Median 85% 80% 75% 70% Helght Median 85% 80% 5% 70%
85.0cm 120kg 10.2kg 9.6kg 9.0kg 8.4kg 107.5cm 17.7kg 15.0kg 14.1kg 13.3kg 12
855 121 103 97 9.1 85 1080 178 152 ° 143 124 0 12.'3 *9
86.0 12.2 10.4 9.8 9.1 8.5 108.5 18.0 1563 144 135 12.6
86.5 123 105 9.8 9.2 8.6 109.0 18.1 154 145 136 12.7
87.0 124 10.6 99 9.3 8.7 109.5 183 155 146 137 12.8
87.5 125 106 10.0 9.4 8.8 110.0 184 167 148 138 129
88.0 126 10.7 10.1 95 8.8 1105 186 158 149 14.0 13.0
88.5 128 108 10.2 9.6 89 111.0 18.8 160 150 14.1 13.1
89.0 129 109 10.3 9.7 9.0 1115 18.9 16.1 15.1 14.2 133
89.5 130 1.0 104 9.7 9.1 112.0 19.1 162 153 143 13.4
90.0 13.1 111 10.5 9.8 9.2 1125 19.3 164 154 144 135
90.5 13.2 11.2  10.6 99 9.2 113.0 194 165 155 146 13.6
91.0 133 113 107 10.0 93 113.5 196 16.7 15.7 147 137
91.5 134 114 10.8 10.1 2.4 114.0 19.8 16.8 158 148 138
920 136 115 108 10.2 9.5 114.5 19.9 169 16.0 15.0 14.0
92.5 13.7 116 109 103 9.6 115.0 20.1 171 16.1 15.1 141
93.0 138 117 110 103 9.7 115.5 203 173 162 152 14.2
93.5 139 11.8 111 104 9.7 116.0 205 174 164 154 143
94.0 14.0 119 112 105 98 116.5 20.7 176 165 155 14.5
94.5 14.2 120 113 106 99 1170 208 177 167 156 146
85.0 143 121 114 107 100 117.5 210 179 168 158 14.7
95.5 144 122 115 108 10.1 118.0 212 18.0 170 15.9 14.9
95.0 14.5 124 116 109 102 118.5 214 182 171 16.1 15.0
96.5 147 125 117 110 103 119.0 216 184 173 16.2 15.1
97.0 148 126 118 111 103 1195 218 185 174 16.4 15.3
97.5 149 127 119 112 104 120.0 220 187 176 16,5 154
98.0 150 128 120 113 105 120.5 22 189 178 16.7 155
98.5 152 129 12.1 114 106 121.0 224 19.1 179 168 15.7
99.0 163 130 122 115 107 121.5 226 192 181 170 158
99.5 15.4 13.1 123 116 108 122.0 228 194 183 17.1 16.0
100.0 156 132 124 117 109 122.5 23.1 196 184 173 16.1
100.5 157 133 126 118 110 123.0 233 198 186 175 163
101.0 158 135 127 119 111 123.5 235 200 188 176 165
101.5 160 136 128 120 112 1240 23.7 202 190 178 166
102.0 16.1 13.7 129 121 113 1245 240 204 192 180 168
102.5 162 138 130 122 114 125.0 242 206 194 18.2 16.9
103.0 164 139 13.1 123 115 125.5 244 202 196 18.3 171
103.5 165 140 132 124 116 126.0 247 210 197 185 173
104.0 167 142 133 125 117 126.5 249 212 199 18.7 17.5
104.5 168 143 134 12 11.8 127.0 252 214 20.1 189 176
105.0 169 144 136 127 119 127.5 254 216 204 191 178
105.5 171 145 137 128 120 128.0 25.7 218 206 193 180
106.0 172 146 138 129 121 128.5 260 221 208 195 182
106.5 174 148 139 130 122 129.0 26.2 223 210 197 184
107.0 175 149 140 131 123 129.5 265 225 212 199 18.6
130.0 268 228 214 20.1 18.7
DIRECTIONS FOR MEASURING CHILDREN WHO ARE 85 CM OR MORE IN HEIGHT
Step 1. Place the measuring board in a Step 4. One assistant (the recorder)
verticle position on a ftat surface. [ o checks that the child stands {lat
Step 2. Have the mother (or assistant) i Nt footed with the knees fully extend-
remove any footwear or headgear ! ed. The shoulders and byttocks
on the child and lead the child to ‘A Shoulcer should be in line with the heels.
the measuring board. m‘:’?c'... Step 5. The movable headboard is then
Step 3. Piace the ~hild so that the i focening brought to rest firmly on the
shoulder blades, buttocks, and g1 Defigpement Crown of the child's head by the
heels are touching the vertical sur- 4 measurer while the head is held so
face of the measuring board. The i that the child’s eyes point straight
feat must be flat on the flonr, i1 ahead.
slightly apart, legs and back ! Stap 8. The measurer reads the measure-
straight, and arms at sides. The ment 1o the neargst 0.5cm.
shoulders must be relaxed and in ', Step 7. The recorder then wriles the
contact with the measuring board. i measurement clearly on the form,
The head usually is not in contact H Step 8. The measurer then 10oks at the
with the measuring board. Tell the { recorded value on the form lo be
child to stand *straight and tall* y sure that It is correct,
and look straight ahead. | HI
Wing down,

rom the measured length before using
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How To Measure Weight-For-Age

Find the child's age

When you are ready to weigh the child, write his ’
birth date on a list. Then figure his age in months.

Weigh the child

It is best to use a small scale, so you can carry it
with you and weigh each child at home. You can
order a small hanging scale from this address:

CMS Weighing Equipment Ltd.
18 Camden High Street
London NW1 OJH

England

If you must use a large scale that is too big to
carry, leave it at one house. After visiting each family,
take the children to the scale and weigh them. Write
each child’s weight beside his age on your list.

Which children are MALNOURISHED?

For each child, you must know his weight and
also the weight he should have at his age. If he
weighs too little, he is MALNOURISHED. Look at the
“Weight-for-Age List” on the next page. In the left col-
umn, you see the ages, 0-52 months. In the center
column, you see that if a child of that age weighs less
than a certain number of kilograms, he is
MALNOURISHED. (The right column c<hows the
“standard weight” for each age, but you will not need
to look at that column.)

34
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WEIGHT-FOR-AGE LIST

If the child weighs less

than thisamount he is

Standard weight
for this age

MALNOURISHED

Ageof the
child

0 months

NONOO

DONO®

e

25
27
28
29

35
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WEIGHT-FOR-AGE LIST (Continued)

If the child weighs less
Age of the thanthisarsountheis  Standard weight

child MALNOURISHED for this age
35 months 11.7 kg* 14.2 kg*
36 11.8 14.4
37 12.0 146
38 12.1 147
39 122 149
40 124 15.0
41 125 15.2
42 126 15.4
43 128 155
44 - 129 15.7
45 13.0 15.8
46 13.1 16.0
47 133 16.2
48 13.4 16.4
49 135 165
50 136 166
51 138 16.8
52 139 17.0
53 140 17.1
54 14.1 17.2
55 143 17.4
56 14.4 17.5
57 145 17.7
58 14.7 17.8
59 14.8 18.0
36
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How To Measure Arm Circumference

Age of the children

You should measure all children between 1 and
5 years old. If you do not know the exact age of a
child, you can guess it:

—If he has 0-3 teeth, he is too young to measure

—if he has already lost some baby teeth, he is
too old to measure

—If he has 4-20 baby teeth, and he hasn't yet
lost any teeth, he is the right age to measure.

Method #1: The colored strip

Ask a hospital to give you old X-ray films with
clear spaces. Cut out clear strips of film, each 20
centimeters long. Or you can use pieces of strong
cord or string. Use marking pens to color the black
line, the red part, and the green part. The drawing is
measured exactly, so you can use it as a pattern.

37
t“,‘s"
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Black line r——

Color this
part R3ED

13 cm. from Black line

Color this
part GREEN
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Measure the left arm of the child, half-way be-
tween his shoulder and his elbow. Your strip should
just fit around the arm. Don't squeeze it.

—If the black line touches the red part of the
strip, the child is MALNOURISHED

—If the black line touches the green pait of the
strip, the child is WELL-NOURISHED*
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Msthod #2: The bracelet

Another way of measuring children's arms is
with a bracelet. The bracelet must be exactly 4 cen-
timeters in diameter (across the hole). That means it
is 13 centimeters in circumference (around the hole).

You might find plastic bracelets in a shop, or you
might ask a blacksmith to make some. Be sure the
bracelets are the right size. The drawing is measured
exactly, so you can use it as a pattern.

Or you can order a package of 10 bracelets from
this address:

TALC

30 Guilford Street
London WC1N 1EH
England

Measure the left arm of the child. Push the bra-
celet up the arm in one straight push. Don't twist it or
force it.

—If the bracelet goes above the elbow, the child
is MALNOURISHED

—If the bracelet stops at the elbow, the child is
WELL-NOURISHED

(Adapféd Froms: Brown, R. and Brown, J., Elnding The Causes of Child
Malnutrition. pp. 30-53.)
39
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) 3-4 years

4-5 years

Under fives clinic

CLINIC CHILD'S No.
CHILD'S NAME

Boy/Gir!
MOTHER'S NAME REGISTRATION No.
FATHER'S NAME REGISTRATION No.
DATE FIRST SEEM BIRTHDAY
WHERE THE FAMILY LIVE

USING A WEIGHT CHART

Ask the child’s mother the month end year of his birth. it
8he does not know these, you will have to use a local
evants calendar.

Virite the month of the child’s birth, say March, In alithe
thick black lined boxes on the child’s weight chart. These
are the first boxes for each year.

Write the other months In the other boxes.

Put the year (for example *79) opposite each January,
and each birtk month,

Weigh the chiid.

Make a dotforthe chlld's welght opposite the month you
are In. Make a blg dot, about 3 mm. {f you are near the
beginning of the month, put the dot at the left of the col-
umn for that montk. i you are inthe middle of the month,
putthe dotinthe middle of the column.if you are attheend
of the month, put the dot at the right of the column.

Thesolld lines across the chart are for whola kilograms.
The linas with dots are for haif kilograms. For example, If
your child welghs a little fess than 6-5 kg, put your dot &
fittle below the dotted half kilo line for 6.5 kg.

When a chiid has several dots, Join them up with thick
lines to make a growth curve. I

ANTI-TUBERCULOSIS IMMUNISATION (BCG)

Dote of BCG immunisation

-t en et s e -

e e an e - v e me Gn e e G S, e S wew -

’8CG con be given immediotsly ofter birth)

POLIOMYELITIS IMMUNISATIOM

Dote of first immunisolion_ o o o v = = = ==

Dote of second immunisalione. w - = = = == «

Dote of third immunisolion c e = = w e =« =

WHOOPING COUGH, TETANUS &
DIPHTHERIA IMMUNISATION

Dote of firstinjechion » v o o e o o = om = = s
{ot the oge of one month or loter)

Date of szcond injection. = = - o = c e e n=-
{one month ofter the first injection)

Dote of third injection. o v = ~
(one month ofter the sscond mlc-.hon)

MEASLES IMMUNISATION

Dote of immunisolion . v v @ c e = = == =
(ot the oge of 9 months)

0o’

Z jo z abed

GO g6z 4nopueH ‘67 uoj|sses
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ANTHROPOMETRIC MEASURES RECORDING SHEET

Small group #

Small Group Member's Measures

#1 Chlld Name #l #2 3

Helght/Length
(i{n cm. or Inches)

Welght
(In Ibs o kilograms
and ozs. and gms.)

Arm clrcumference
{in Inches or cm.)

Age
Other Child Information:

Q #2 Chlid Name # #2 #3

Helght/Length
(In cm. or inches)

Helght
(In Ibs op kilograms
and ozs. and gms.)

Arm clrcumference
(In Inches or cm.)

Age
Other Chlid Information:

¥Note: If more than 2 persons are
measurad, use the back of this
sheet for recording the same
Informatlon.

44
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KVASHIORKOR

Definition

Rwashiorkor is s state of chronic protein deficiency in a child,

usually 1 to 3 years old, who has been wholly or partially weaned

without adequate substitution of other foods containing proteins of

adequate quality and quantity. The child's diet usually consists

mainly of maize, cassava (manioc), plantain, or other predominantly
carbohydrate foods. The name is derived from a term used by a tribe
in Ghana and 1is said to mean the sickness an older child gets when
the next baby is born, i.e., it commonly results when a pregnancy
displaces an older child from the breast,

Signs and symptoms (with reference to dark-skinned Africans).

Beginning with the head: (note Piéure 1)

1. The hair is often scanty and discolored and tends to be red-
dish or greyish, with weak roots (which can be pulled out
easily).

2. The face is usually puffy ("moonface"), with oedema under the
eyes and cheeks,

3. There is oedema of the hands and legs.
4. The child is short for his age.

5. The skin is smooth and a characteristic dermatosis, consisting
of areas of disquamation and pigmentation along with areas of
depigmentation, is often present. The skin tends to peel and
flake, ulcers may occur over pressure points and deep cracks
may be present in skin folds. Severe cases may resemble
extensive burns,

6. The pot belly is often filled with worms.
7. The child is not a happy child. He is apathetic, irritable,
and cries when strangers interfere with him. He tends to

remain aloof and to stay where he is put.

8. His muscles are wasted, but some subcutaneous fat still exists.
His arm circumference is small for his age.

~559-~




4

10.

Sesslion 29, Trainer Attachment 29A
Page 2 of 4

He has a poor appetite and frequently has diarrhoea and loose

stools,

The child is usually anaemic.

His skin is pale, and the

conjunctiva of his eyes are pale.

Of .the above signs, the following are especially characteristic:

1.

2.

3.

Oedema is present (face, feet and

legs, hands, etc.).

The muscles are weak and wasted

though with preservation of some

subcutaneous fat.

Skin changes,

Growth failure is seen in low
height and weight (once the
oedema is corrected) for age.

There are behavioral changes
manifested by misery, apathy,
lack of appetite, withdrawal,
etc.

46
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Kwashiorkor

thin pale
weak hair
mild aneamia-. -

apathetic will not est

thin upper
arm

usually
underweight flaking
paint
your finger
leaves a hole

when you press

Figure 1:
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TREATMENT OF KWASHIORKOR

Severe cases are admitted to the hospital with, if necessary,
If the child is considerably
dehydrated, isotonic solutions of electrolytes with added glucose is

1.V. drips and naso-gastric feedings.

recommended by mouth or, if necessary, I.V.

[Dietary treatment]

Good dietary sources of digestable protein and energy must be
administered.
consisting of dried low fat (skimmed) milk or whole milk plus
carbohydrates (sugars) and fats (vegetable oil seeds). Milk sub~

This is usually given in the form of a milk formula,

stitutes of vegetable origin, composed of carefully selected proteins
to give a good combination of amino acids may also be used. Skim milk
alone will not provide sufficient calories and in excessive amounts

may cause diarrhea.

The total amount of fluid in the beginning should be about 1150 cc
of liquid per day. This is divided up and given 4 or more times
per day. The amount is then adjusted acesrding to the observed
need of the particular child, depending upon the weight* of the
child and the observed losses of fluid in diarrhoea and vomiting.

Note that the formulas below must be made up twice a day to

provide the required.amount of 1liquid.

% Maintenance oral fluids are calculated as follows:
100 cc/kg for the 1st 10 kg of weight
50 cc/kg for the 2nd 10 kg
20 cc/kg for kg over 20

Por example a 15 kg child would need 10 x 100 = 1000 + 5 x 50 = 1250 cc/day
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Examples of formulas:

1. Dried skirmed =ilk: 20 level teaspoons (5~6 cc volume) of
milk powder, 4 level teaspoons of sugar (preferably brown
sugar, or glucose), 6 level teaspoons of edible oil (sesame,
cottonseed, maize, soya, sunflower, etc.) and 550. cc of
boiled water (about 20 fluid 0zs,)

2. Full cream milk powder: 20 level teaspoons of milk powder,

4 level teaspoons of sugar, 550 cc of boiled water (about
20 fluid ozs.)

3. Boiled liquid cow's milk: 550 cc (20 fluid ozs.) plus 4 level
teaspoons of sugar.

4. Evaporated milk: 1 part milk to 2 parts boiled water make
550 cc (20 fluid ozs.) plus 4 level teaspoons of sugar.

Depending on the condition of the child, feeding is accomplished
by means of an intra-gastric plastic polyethylene tube, a milk drip,
or by giving calculated feeds by syringe or spoon every few hours. G

A broad spectrum of foods eaten locally should be introduced to the
child as soon as he begins recovering. In addition to the digestible,
chewable forms of meat, fish, and eggs, good quality vegetable protein
should be encouraged if possible. We know that the child is recovering
when he looks brighter, is eating with some appetite, and is showing
interest in his environment. He will lose his irritability and begin
to play. Weight improvement is earli; return of normal hair and

growth rate are much slower.

Stool should be checked and deworming done as indicated (after
the child has passed the acutely i1l stage). The dermatosis, 1if
severe, should be treatwd with oil and carefully protected. Any

vitamin deficiencies present should also be treated.

(From: Joseph, F., Proteln~Calorie Malputrition. pp. 9-10.)
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MARASHUS

Definiticn

Marasmus is an extreme deficiency of proteins and calories. The

marasmic child is a starved child, thin, but often more alert and
less indifferent to what goes on around him than is the child with
kwashiorkor. Marasmus is seen in children in drought-stricken areas:

H
for example, recently in the Sahel region of the sub-Saraha.

Signs and symptoms

1. There is marked wasting of muscles and subcutaneous fat.
(Subcutaneous fat is less affected in kwashiorkor.)

2. It generally occurs before the age of one. However, late
’ marasmus does occur in areas of severe food ccarcity.

3. There is growth failure, as in kwashiorkor, but usually moie
marked.

4. The psycholngical change in marasmus may be less marked than
in kwashiork:.r.

5. Sunken eyes give the look of a "little old man."

6. The head seems large as compared to the body, and the face ig
thin (as compared to the "moonface" of kwashiorkor).

7. The skin can be 1lifted off like folds, especially in the
buttocks area, giving the 'skin and bone" appearance (as
compared to the oedematous look of kwashiorkor).

8. The hair 1is usually not changed (unless in a case of
kwashiorkor-marasmus combination).

9. There may be signs of dehydration.

49
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L

Of the signs above, there are 5 which are usually found:

1. Wasting of the child's muscles
taneous fat

Marasmus

2. Severe growth failure (low
body weight, not much or any
change in height)

hair
““normal
3. Most are very hungery though a “little old man”
few are anorexic. More interest hungry

in the environment is usually
maintained than in kwashiorkor.

gross muscle
wasting

grossly
underweight

4. The hair is more or less normal no fat

5. There is usually no oedema
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TREATMENT OF MARASMUS

1. Dietary

Severe cases should be hospitalized. Basically, treatment is like
that of kwashiorkor (see TREATMENT OF KWASHIORKOR), Recovery,

however, is a bit slower.

Feeds can be increased if and when the child can eat. Because both
calories and proteins are markedly deficient, more carbohydrates

and fats are added to the daily diet.

The child may have avitaminoses. Check for signs and symptoms and

provide supplemental vitamins if considered necessary.

2. Educational

Education should be provided in the same manner as for kwashiorkor,
including the socio-economic considerations mentioned. However, in
the case of regional failure or destruction of crops, the government
may have to assume responsibility for providing food and other essential

supplies and services.

Marasmus-Kwashiorkor

The two syndromes, kwashiorkor and marasmus, are the extremes of a
continuous spectrum since every degree of relative deficiency of
protein and calories can be found. The large majority of cases of
kwashicrkor shows some loss of subcutaneous fat and tissue wasting
as well as the oedema and other signs and symptoms of protein
deficiency. They might more properly be referred to as cases of
kwashiorkor of the marasmic type or marasmus-kwashiorkor. Treatment
and management of such cases follow the same principle which have

been described for classical casea of kwashiorkor.

(From: Joseph, F., Proteln-Calorie Malnutrition. pp. 25-27.)
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® Detecting Anemia and

Vitamin A Deficiency

&

Anemia

Anemiaq, the reduction in the con-
centration of hemoglohbin (or red
pigment) in the blood, causes
varying degrees of debility, which
interferes with an individual's
abihty to carry out daily tasks.
Severe anemia during pregnancy
1s associated with increased rates
of maternal morbidity and mortal-
ity, as well as higher nsk to the
fetus. Anemia usually results
whiea the body lacks sufficient
stores of iron or {olic acid, needed
to produce red blood cells. Short-
ages of these key building blocks
can be caused by dietary defi-
ciency and/or by parasitic
infections such as malaria or
hookworm that involve red blood
cell loss. Bactenal infechions and
hemoglobin disorders {like sickle
cell disease) also contribute to the
development of anemia.

Infants, and women in their
reproductive years, are especially
vulnerable to anemia. Durning the
last trimester of pregnancy, 1ron is
transferred to the fetus across the
placenta. A child born to an
iron-deficient mother will proba-
bly have insufficient stores of iron.
The rapid rate of growth of chil-
dren increases their 1ron require-
ments. Iron stores may be quickly

depleted, evenin a child born
with adequateiron levels.

In spite of the high prevalence
and negative health impact of
anemia 1n developing countries, a
simple, reliable, and inexpensive
method to detect anemia is not yet
available. Although there have
been many advances in the de-
velopment of sophistcated instru-
ments to detect anemia, the cost of
these technologies does not permit
their widespread usein pnimary
health care programs. In the
absence of an affordable detec-
tion instrument, health workers
must rely on older, less reliable
methods.

One way to screen for anemia is
to examune the patient for signs of
pallor. The inner surface of the
lips and the inner side of the lower
eyelids are pale, hght pink, or
white in anemic individuals. Ifitus
difficult to judge degrees of pallor,
a person suspected of being
anemic con be comparedto a
healthy person whose normal
skin color 1s asdatk or hght as
that of the person being checked.
Also, standard color photographs
showing the lips and tongues of
healthy and anemic people can
be used for direct comparnson.
The “anemiometer.” a stnip of
papet with three bands of differ
ent shades of red, is used to mea
sure mild, moderate, and severe
anemia. The health worker holds
it up toa person’s inner eyelid and
matches the color. It should be
emphasized that these tests are
not very reliable, exceptin cases
of severe anemia.

The other common technologies
for detecting anemia — hemo-
globin concentration and hema-
tocrit— require laboratory

rPe7- 52

facilites, which may not be
available, and a blood sample.
which some people may object
to giving.

To measure hemoglobin concen-
tration, a measured sample of
blood 1s taken from a finger prick
and mixed with a known volume
of diluting fluid. The depth of color
of the diluted blood 1s determined
in a spectrophotometer or color-
imeter. Some photometers run
either on electricity or on current
from a car battery. The colonm-
eter must be calibrated, and a
graph and table prepared for the
hemoglobin values. Alternately, a
comparator can be used. This is a
visual method where the test solu-
tion is compared with a series of
colored glass standatds that show
the concentration of hemoglobin.
Another approach is the Sahh
method, in which blood 1s diluted
in an acid solution, converting
hemoglobin to acid hematin.

The test solution is then matched
against a colored glass reference.
This method is often used because
itdoes not requite expensive 1n-
struments, butit s not an accurate
way of esimating hemoglobin.

The traditional unut for expressing
hemaglobin concentrations is
grams per 100 ml, with the follow-
ing values considered as cut-off
points for defiming marginal de-
ficiency states: non-pregnant
women, 12.0g.100 m], pregnant
women, 11.0. men, 13.0, children
at barth, 13.5, children at one year,
11.5, and children 10-12 years,
11.5. The problem with such stan-
dards s that there 1s no clear-cut
dividing hne between normal and
iron deficient people. What .s
normai value for one person may
not be for another.




The hematocrt, or the packed cell
volume, measures the volume of
red blood cells 1n a volume of
blood. In the microhematocrit
method, a blood sample is tcken
from a finger prick, allowed to
flow into a capillary tube, and
centrifuged to separate the cells
and the plasma. The centnfuge
must be driven from a source of
electric power. The packed cell
volume is found by measuring the
length of the column of red blood
cells and expressing thisas a per-
centage of the total length of the
whole sample.

Neither laboratory tests nor clini-
cal examination can give a pre-
cise determination of the cause of
anemia— whether it is due to an
iron deficiency, other nutnient de-
ficiencies, infection, hemorrhage,
or a combination of these. Further
blood tests may be needed.

Vitamin A Deficiency

Xerophthalmia i1s an eyedisease
that results from vitamin A defi-
ciency and is the primary cause of
blindness among children in the
developing world, Inadequate
vitamin A status can vary from
marginal deficiencies without
clinical signs, to the presence of
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early and reversible chnical signs
(mght blindness, Bitot's spots, and
conjunctival xerosis), to severe
depletion with advanced and 1ir-
reversible corneal changes and

a high probability of blindness.
Children with protein-energy
malnutnition, respiratory infec-
tions, measles, and/or diarthea
are atespecially high nsk of de-
veloping vitamin A deficiency.
Recent research has found that
even children with mild xeroph-
thalma may have a much higher
mortahty rate than children with-
outapparent deficiency,

Simple techmques for dssessing
vitamin A status and xeroph-
thalmia should be part of primary
hedlth care programs, especially
in areas where vitamin A defi.
ciency is endemic, Because bic-
chemical tests, although accu-
rate, are not always practical,
primary health care workers need
to be trained to recognize the clin-
ical signs <. vitamin A deficiency.

Night blindness 1s irequently the
earhest symptom of vitamin A de-
ficiency and can even occur when
biochemical tests indicate that wi-
tamin A status is adequate. Until
recently, an objective measure of
scotopic vision (ability to see in

the dark) in preschool age chil-

=,

Helen Keller Intt , NY

/X/’ (//\h-\*-

Example of diagnostic
eye drawing showing
foamy Bitof's spot.

(From:

PATH. Health Technology Directlions. Third
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Quarter, 1983,

dren was very difficult to obtain,
because it required the child's
cooperation. A study in Indonesia
demonstrated that a history of
night blindness, elicited from a
child’s parent or guardian, can be
vahd evidence of vitamin A defi-
aency Thekey to obtaining this
history (s the existence of local
term(s) for the condition, such as
“chicken blindness.” Reports from
other countries indicate that, in
areas where* i+ min A deliciency
is chronic, lo _.terms usually de
exist. However, this techmque of
history taking may not be valid
for cultures without such terms.
These findings merit further . e-
search, asthisis a technique
which requires little training

and no clinical experience. Even
sche- | children could be 1aught

to scr their younger siblings.

The other eye signs associated
with vitamin A deficiency can
only be recognized by chinical
examination, Color photographs
and line drawings depicling the
changesin the eye, accompanied
by bnef texts describing the
photographs, are the simplest
and most commonly used tools.
These can be used to train work-
ers, who can carry these photo-
graphs and drawings with them,
referring to them as they exarmine
a child'’s eyes(see dra wing below
left). Film strips, slide shows, and
manuals are also available for
training and reference.

Another finding of the studyn
Indonesia that is potentially useful
for identifying individuals and
groups of people at risk of xeroph-
thalmia is the neighborhood clus-
tering of vitamin A deficiency.
This also needs further research

in other countries.

PP. 8-9)
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COMPARISON OF ANTHROPOMETRIC MEASURES

Advantages

Disadvantages

Comments

1. Weight-for-Age

® Good basic indicator, combining
acute and chronic malnutrition, for
mionitoring ongoing programs (125,
136).

¢ Sansitive to small changes (al-
though many variables influence
small fluctuations in weight) (82).

o Measure is objective and repeat-
able (82).

© Sole tool (scale) is portable and
relatively inexpensive.

© Weighing is relative* easy for
inexperienced health workers to
manage, aithougk: it dees require a
literate workar.

© Measure is not time consuming.

& Not sensitive to a stunted child
who is growing well (bslow but par-
alle! to a normal growth channe)
(8, 27) or to the very tall child who
may be malnourished (1).

¢ Relies on age data, which are
often subject to error. Age data for
children below two years old have
baen found accurate, or, if in error,
easily corrected, but it is difficult to
accurately estimate unknown ages
for children over two years (76).

o Mothers in some countries have
objected to hanging their children
from the scale during weighing
67).

© Better if used with
children 0-2 years be-
cause height retardation
is less pronounced
{125); however, itis a
valid indicator through
the preschool years.

2. Length/Height-for-Age @ Good indicator of past nutrition

problems (125).

e Measure is objective, repsatable,
and has a low variability (82j.

© A length and height board can
be made locally for a minimum in-
vestment, and the boards are eas-
ily transported.

¢ Rarely are mothers reluctant to
have child measured because of
appearance of the board.

¢ In growth monitoring projects it
should ba supplemented by an-
other indicator like weight-for-age
or weight-for-height becauss
changes in height occur relatively
slowly.

o Requires two diflerent tech-
niques if programs include all pre-
schoolers: recumbent (lying down)
lerigth {children 0-2 years) and
standing height {children 3-5
years).

e More difficult for unskilizd work-
ers to learn to take accurate length/
heights than to weigh a child with a
simple scale.

o Requires two persons to take the
measure.

¢ Relies on age data, which are
often subject to error.

3. Weight-for-Length/
Height

e Good indicator to distinguish
those who are viell proportioned
(weight/height) from those who are
thin {or heavy) for their height (8,
122).

¢ Indicator does not require age
data, which are often inaccurate
and difficult to obtain.

© Measures are objeclive and re-
peatable.

e Depending on the cut-off points
chosen (see Chapter ili), weight-
for-height can underestimate mal-
nutrition by classifying those who
are short and thin as normal (102,
106).

e Requires taking two measures;
therefore, problems of purchasing
or making the instruments and
transporting them are compounded.
e Weighing and measuring height
will require more training time and
may be too complicated and time
consuming for the inexperienced
clinic worker to do with frequency.
o Some mothers may be refuctant
to have their children weighed.

o Requires two persons to take
length or hejght measure.
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Advantages
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Disadvanlages

Comments

4. Arm Circumference

@ Indicator of severe current mal-
nutrition (1), whether or not stunt-
ing is present (8).

® While it may not detect changes
as rapidly as weight monitoring, it
will indicate changes in nutritional
status over a short lime.

© Measurement is taken with an
inexpensive and portable arm tape,
which can be made by project per-
sonnel.

¢ Quick 1o use.

© Arm tape can be color coded for
use by non-literate heaith workers.
© Indicalor does not require age
data, which can be inaccurate and
difficult to obtain.

® No known objection by commu-
nity to this measure.

® Will only identify children with
severe malnulrition. It is more diffi-
cult to determine who is borderline.
® Variability is high on measure-
ment. Field workers need practice
taking measurement to do it accy-
rately. Finding the mid-upper arm
and placing the tape around the
arm without compressing the tissue
is difficult,

ANTHROPOMETRIC INDICATORS FOR CHILDREN

@ Some researchers in-
dicate that measure
should be used only
with children 1-3 years
old (7, 96), although
others say it is valid for
children 1-5 or 6 years
old (106), and that it
can be used beginning
at 6 months (132).

Indicator What Does It Measure?
Weight-for-age wasting and stunting*
combined
Height-for-age stunting
Weight-for-height wasiing
Arm circumference wasting

*Wasting, which 1s extreme thinness, reflects acute, current malnutintion:
stunting, which s retarded skeletal growth, reflects chronic, long-term

malnutntion.

(From:

APHA,

Technology Directions.

1983. pp. 11~12,

Third Quarter, 1983, p, 3.)

and PATH. Health_
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GUIBEL INES FOR INTERPRETING NUTRITION SURVEILLANCE DATA

TABLE 1. Weight-for-Age
System Reference Population Method Classification

Gomez (46) Boston % of median > 90%: normal
90-75%: mitd malnutrition (grade 1)
75-61%: moderate malnutrition (grade 2)
= 60%: severe malnutrition (grade 3)
Jellifte (61) Boston % of median 110-90%: normal
90-81%: mild malnutrition (grade 1)
80-61%: moderate malnutrition (grades 2 and 3)
= 60%: severe malnutrition (grade 4)

Bengoa (16) Boston % of median Gomez classification with all cases of edema
added to the category of severe malnutrition
Kasa Project, India Boston % of median > 65%: not at risk
(104) = 65%: high nutritional risk
WHO (129) NCHS Percentile 50th-3rd percentile: normal
= 3rd percentile: malnourished
Tamil Nadu (49) indian Council of Absolute weight gain  6-11 mo.: 500 gnvmonths: normal
Medical Research 12-35 mo.: 500 gmv3 months: normatl
anything less is inadequate
Candelana Project Boston % of expected gain < 85% of expected weight gain shows nutritional
Columbia (35) risk
Indonesia (20) Boston % of median + weight Gomez classification on chart but records kept
gain by weight gain; gaining weight each month: nor-

mal; no weight gain: at risk

TABLE 2. Height-for-Age

System Relerence Foulation Method Classification
Kanawati and Boston % of median 2 95%: normal
McLaren (65) 95-90%: mild malnutrition

90-85%: moderate malnutrition
85%: severe malnutrition

) WHO (39) Boston % of median 105-93%: normal
' 93-80%: short
< 80%: dwarf

CDC (37) NCHS % of median = 90%: adequate

< 90%: stunted or chronically undemnourished

e et e et e e
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TABLE 3: Welght-for-Helght
System Standard Method Classiffcation
Mclaren/Read (79) Boston % of median 110-90%: normal

90-85%: mild malnutrition

85-75%: moderate malnutrition

<75%: and/or edema; severe malnutrition
Waterlow (125) Boston % of median 110-80%: normal

90-80%: mild malnutrition

80-70%: moderate malnutrition

<70%: severe malnutrition
Viter/Beghin (121) Boston % of median < 92%: waming sign (needs clinical exam)
Patulul Project, Guate- Boston % of mediian >90%: normal
mala (34) 90-81%: moderate malnutrtion

=80%: savere malnutrition
CDC (37) NCHS % of median 85-80%: moderate malnutrition

<80%: wasted/acute malnutrition
NCHS (30) NCHS Percentile 75th-25th: normal

10th-5th: moderate malnutrition
<5th: severe malnutrition

TABLE 4. Welght-for-Helght and Helght-for-Age

System Reference Population Method Classification

Waterlow (125) Boston % of median (see above for actual percentages)
adequate weightheight and heighVage: normal
low weight/height, nomal heighV/age: acute
malnutrition
normal weight/height, low height/age: chronic
malnutrition
low weight/height and height/age: chronic and
acute malnutrition

TABLE 5: Arm Circumference

System Reference Population Method Classification

WHO (39) and Wolanski % of median >85% or >14 cm.: normal

Shakir (106) 16.5 cm. 85-76% or 14-12.5 cm.: malnutrition
<76% or <12.5 cm.: severe malnutrition

(From: APHA. Growth Monltoring. 1983. pp. 16-17)

s
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EXAMPLES OF INFORMATION TO BE RECORDED ON A GROWTH CHART

These examples or ones that you have collected from local records or
Handout 29C that you developed or provided, should be given to the group
for plotting and Interpretation.

A glrl was born In May 1976.
different months following her birth.

are gliven below.

1976 May
June
July
August
September
October
November

December

1977 February

March

April

May

3.0 kg
4.0 kg
4.5 kg
5.5 kg
6.0 kg
6.5 kg
Did

not attend

7.0 kg

Had measles

6.5 kg Had
dlarrhoea

6.0 kg Put
under speclal
nutrition cars

6.5 kg

-573-

Her name s Laxml.

1977

1978

1979

She was welghed on

The welghts in each of the months

June
September
October

December

January

February
April
June
July

November

December

February

April

7.5 kg
9.0 kg
10.5 kg
11.5 kg
11.5 kg Stopped
breast-feeding
11.5 kg
10.5 kg
12.0 kg
11.5 kg

12.0 kg Brother
born

11.5 kg

11.5 kg
12.5 kg




e
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Tola and her twin sister were born In March of 1984, Their mother Q

dled during dellvery. Tola's welghts In each of the months Is glven
below:

1984 March 2.0 kg September 7.5 kg
April 2.5 kg October 9.0 kg
May - November 4.5 kg
June 3.0 kg December 4.0 kg Had dlarrhea
July 3,75 kg
August -
@
a9
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0 The following is the Growth Chart of Romen, born October of 1977.
1977 October 3.5 kg 1979 January -
November 5.0 kg February -
December - March -
1978 January 6.5 kg April 15.0 kg Fever
February - May -
March 8.0 kg Juie 11.5 kg Swelling
April - July 11.0 kg Speclal
Care

May 9.5 August 11.5
June - September -
July 9.5 October - Sibling born
August - November 11.5 kg

s September 10.75 kg December -
October 7.5 kg

1980 January 12.5 kg
November -
December -
l
\
@
69
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fed.

1975

February
March
Aprll

May

June

July
August
September
October
November

December

1976 January

3.5 kg

4.0 kg

4.5 kg

4,5 kg Diarrhea

4.5 kg

5.0 kg

5.5 Kg.

Sesslon 29, Tralner Attachment 20F
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1976

1977

Jose has only been bottle

February
March
Aprli
May

June
July
August
September
October
November

December

January

The following welghts are for Jose who is the flrst and only child of
a coupls who have been marrled for 10 years,
He was born In February of 1975.

6.5 kg

5.5 kg
Pneunonla

6.5 kg

7.5 kg

8.5 kg

9.5 kg




TOTAL TiME

OVERVIEW

OBJECTIVES

RESOURCES

Sesslon 30
BREASTFEEDING AND WEANING

4 hours

If an Infant |Is properly fed during the first
year, he or she will grow well and have a good
start In llife, Breastfeeding and nutritlous
weaning foods are the best ways to ensure good
growth and reduce the risk of malnutrition iIn
the second and third years. The six to twelve
month perlod in a beby's life Is the time when
elther good or poor nutrition begins.

Durlng this sesslon, participants discuss ths
myrlad advantages of breastfeeding and examine
the problems wuwhich result when the latter Is
practiced. During the second part of the
sesslon, the group participates In a demon-
stration of the preparation of weaning foods
and learn basic guldel Ines for the Introduction
of supplementary foods Into a baby's first year
diet. At the end, the group practices making
weaning foods using locally avalliable foods.

To describe and compare the advantages and
disadventages of breastfeeding and bottle
feeding.

(Steps 1-3)

To describe the weaning process and discuss
Important principles of what, when, and how
much of the new foods to give a baby during the
first year.

(Steps 4 and 5)

To oxamine several methods and food sources Yo
Improve weaning foods In the local area,
(Step 6)

To practice meking nutritlious weaning foods
using locally avallable foods.

(Step 7)
s froplcs .
Chapters 5 and 6,
o
. pp. 45-T1
Breastfeeding and Weaning. Peace Corps Resource
Packet #12.
wBh2
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Handouts:
- 30A Local Practices Regarding Infant
FeedlIng
- 30B Questions & Answers About Weanling
- 30C Guldellnes for Weaning
- 300 Methods & Food Sources to Improve
Weaning Foods

Tralner Attachments:
- 30A Story of a Bottie-Fed Child
- 30B Breastfeeding and Bottie Feeding:
Advantages and Disadvantages
= 30C The Story of Maya
~ 30D Sample Probiems In Infant Feeding

MATERIALS Posters, fllip-charts, flannel board or other

visual materlals for the weaning presentation In
Step 4; local foods, equipment, utenslis and
cooking area for preparing multimixes in Step 7;
newsprint and markers.

PROCEDURE

Trainer Note

Discussions of Infant feeding Included In this session should be
coordinated with activities and sessions you may conduct using
Module 6, Maternal and Child Health,

If possible, select a particlpant from the group to present the
Story of a Bottle-fed Child In Step 2.

The presentation and demonstration on weaning foods in Step 4 could
be done by any one of several pecple: the tralner, a local health
worker, a PCY workling In nutritior, or one of the Trainees if the
group has been In-country long enough to be famiilar with the
culture.

For Step 7, where particlpants practice making weanlng foods,
set-up a kitchen area with locally appropriate equipment, utenclls,
and food Items. Pre-cook any of the foods that require consid-
erable cooking time (e.g., gralns and legumes).

=578~
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Step 1 Infant Feeding In the Community

(15 min)
Revlew the sesslon objectives and begin a dlalogue
on Infant feedling. Ask particlpants to remember
field trips to the community or clinic, any vislts
at the homes of local familles, and other occaslons
where they have had an opportunity to observe and
talk to mothers with small bables. Have.particl-
pants share any Information they may have gathered
about breastfeeding and bottle-feeding practices in
the local community., Stimulate discusslon with the
questlons:

- Do all mothers 1In the community breastfeed
thelr bables?

- For how many months does a mother breastfeed
her baby?

- What feeding practices are forbldden (what are
the food taboos)? (For example, In some areas
breastfeeding during pregnancy ls forbldden. In
some places feeding colostrum, the fluld from
the breasts In the first day after dellvery, lIs
a taboo.)

- What food or drink Is glven to the baby when
the mother goes out to work?

- If a mother Is bottle feeding her baby, why dld
she declde to feed the baby In that way? What
mixture does she feed him?

Help the group with the questlons they can't answer
to the extent they have an overall plcture of how
Infant feeding occurs In thelr host communltles.

Tralner Note

In thls sesslon, the dlscussion of breastfecding should focus
mostly on the Infant and his or her nutritlion. Breastfeedling
Issues which more closely ccncern the mother (e.g., compllcatlons
In mllk production) are treated In Module 6, Maternal and Child
Health.

Step 2 Story of a Bottle-Fed Chlld

(25 min)
Read the story from Tralner Attachment 30A (Story
of a Bottle Fed Chlld) or describe an incldent In
which a chllé Is malnourlshed and has dlarrhea due
1o Inapproprlate bottle-feeding.
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Afterwards facllltate a discussion of the problems
of bottlie-feeding In"developing countrles and Its
Impact on Infant health. Have particlpants
generata a |lst of advantages and dlsadvantages of
both breastfeeding and hottle~feeding. Ask some~
one from the group to record these on newsprint.

Trainar Note

ARdapt the story In Tralner Attachment 30A or create your own glven
local practices and conditlons. An alternative to telllIng a story
Is to show a fllm such as "Bottle Bables: or "Mothers In Confllct,
Chlldren In Need" (avallable from Health Sector, OTAPS, Peace
Corps/Washington).

The dlscussion followlng the story of a malnourlished bott}e-fed
baby should Include the following polnts:

- Pre~dlsposing factors Include: poor sanltatlon, Inappro-
priate use of bottle, contamlnated water, Insufficlent
formula, poverty, !napproprlate advertising. . .

- The preclpatating cause of malnutritlon and diarrhea was the
Incorrect use of the bottle and formula glven 1he exlsting
clrcumstances.

- There are many reasons why the mother might choose bottle
feeding: for Its status value, because she bel leves it's the
modern way, she has %o work, she has been told It is
"better" for her baby, she feels breastfeeding will maks her
breastz sag, she doesn't feel she has encugh mllk, or she's
tired of breastfeeding after manhy pregnanclss.

The gioup should generate a |list of advantages and dlsadvantages of
of breastfeeding and bottle-feeding, simllar to the I1st In Tralner
Attachment 308, Note that there are virfually no disadvantages of
breastfeeding. Advantages of bottle-feeding would accrue primariiy
to a small percentage ' of women who are economically and soclally
well off.

If bottle-feeding Is a major problem in the host country, assign
particlpants some of the exercises on pages 60 and 61 of Gui

®

Step 3 Promoting Breastfeeding

(15 min)
Have the group review thelr |ist of advantages and
dlsadvantages. Ask them to driefly conslder the
PCY's role In promoting breastfeeding In the
communlty. Facllltate the disucsslon by asking:
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- What might be major constraints to promoting
breastfeeding In your job?

- Khat kinds of Informatlon do you need to know
before promoting or discussing breastfeeding?

- What are .some possible strategies for
promoting breastfeeding?

Please note the points made In the Tralrer Note
below and Include them In this dlscusslion.
Distribute Handout 30A (Local Practices Regarding
Infant Feedlng) and encourage particlpants to use
the |lIst of questions as a basis for finding out
essential  Informatlon once they get to thelr
communitles.

Trainer Hote

The following paragraph from

summarlzes the community health

worker's role In relation to Infant feeding:

"Where breast-feeding 1Is the normal practice |[n a community,
ilttle or no education Is needed except for those with speclal
problems. The fraditlonal practice should be encouraged. In
areas where traditlonal knowledge and practices are lost,
especlally In <Fowns, education and personal support are needed.
In many developlng countrles breastfeeding Is usual In the tha
first year of life. Recently, there have been some Influencss
which are changing this Important practice. These Influences
Include urban ways of |ife, women working away from thelr homes
to earn additlonal Incomes, the advertising of Infant foods, and
the I1dea that bottle-feeding Is modern and therefore scmehow
better. This 1Is wrong. Community health workers shou'd act to
reduce the effect of these bad Influences on breastfeeding.n

Step 4 Weaning Foods Demonstration
(45 min)

Ask a member of the group to defline "weanling® In
relatlon to the dlscussion thus far on breast-
feeding. Tell the group that to learn more about
the weanlng process, especlally In the cortext of
the local culture, they wlil particlpate In a
simulation. Explaln the following scenarlo:

"You are mothers attending a well-baby clinic
with your chlldren (under 5 vyears of age).
Every month your children are welghed and thelr
progress monlitored. Each time +the health
educator has some activity for you to learn
more about protecting your children's health."

A6
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When participants have assumed thelr roles,
introduce yourself as the "health educator". Using
local terms, names, and references to the jocal
culture, present a story or health talk that
discusses *he weaning process. ‘nclude:

-~ Welcome In local language.

- Story that detalis the steps of the-weaning
process by discussing and 1llustrating foods
to Introduce at dlfferent davelopmental
stages.

- Questions to mothers regarding what they could
feed thelr child at each age. (l.e., Mar{,
now that your child Is crawling, what will you
feed him?).

- Demonstration ~f a weaning food ~ a silight
adaptation of a traditional porridge for a
6-month old child (use local utensliis, food
and cooking materials; have some "women" help
with the preparation).

- Tasting of weaning food.

- Local proverb or phrase that depicts the
gradual but steady process of weaning a child
and tez 1ing him or her to eat (e.g., "Siow,
slow, c.ich monkey In the woods"),

Tralner Note

The presentation of the story and weaning food demonstration should
be realistic to the local setting and should be an example of how
participants might present nutrition education to a group of women.
Use Tralner Attachment 30C (The Story of Maya), Handout 30B
(Questions & Answers about Weaning) and the picture storles In
Resource Packet #12, "Breastfeeding and Weaning", to develop a
presentation that represents the local sltuation. Also, tape
posters (e.g., of the three food groups) on the walls to help
simulate the clinlc environment,

Be sure your presentation and demonstraZlon follow the weaning
principles outlined in Handout 30C (Guldellnes for Weaning).

Step 5 Processing the Weaning Foods Simulation

(30 min)
Slrst ask particlpants to briefly comment on how
It felt to be In the role of a vlilage woman at
the <clinic and how effective the nutrition
education was. Ask the group:

67
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(As village mothers In the role play)
- DId you feel Involved In the learning?
- Were you Interested In the Information?
- DId you feel Inclined to try the food or
accept any advice the health worker gave
regarding your chlid?

(As future health workers In your site)
- What were the most effective aspects of the
presentation? Most Ineffective?
- How culturally appropriate was the language?
Materlals?
- What problems would you have dolng a
presentation simliar to this one?

Next ask the group to reécall all the fechnical
Informatlion on weaning they remember from +the
simulation. Have a discusslon which addresses the
maln points Included In Handout 30B (Questions &
Answers about Weaning). Write the key ldeas that
come out of the discussion on newsprint for
reference during the remalnder of the session.

When participants have finished pooling thelr
knowledge of the weaning process, distribute
Handout 30B (Questions & Answers about Weanling)
and 30C (Guldellnes for Weanlng). Have the group
look over the Information and ask about any polnts
they don't understand. Ask participants to hold
questlons regarding multimixes for the next step.

Methods and Food Sources for Improving
¥eanlng Foods

Ask the group to review and dlscuss the exrla~
natlon of muitimixes on page 3 of Handout 30B
(Questlons & Answers about Weaning). Set out or
have around the room some of the food Items you
purchased for thelr practice preparation. Have
particlpants point out possible comblnations or
mixes from among the food items. Relate the
amounts of multimixes and the three food groups
which participants studled In Session 28, Brlefly
discuss how VYolunteers can explain the concept of
multimixes In a way that Is understandable and
acceptable In the local culture.

B3
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if relevant to the participents work assignments Q
and the communities where they wili llve, distri-

bute Handout 30D (Methods and Focd Sources to

Improve Weaning Foods). Help the group Ident]fy

which types of preparation are most approprlate

and feasible for local communities.

|
Step 7 Making Weanlng Foods |
(75 min) |
Ask particlipants to form smali groups znd practice |
making a varlety of weaning foods. Ask each group |
fo first make a basic mix, then experiment with 1
difierent foods to combine for multimixes. When l
participants have a number of dishes prepared, ask

each group to describe thelr comblnations to the
others., Have everyone taste a |ittle of each
baslc mix and multimix.

To close the session, glve each small group one of
the problems from Tralner Attachment 30D (Sample
Problems In Infant Feeding). Explain that these
are  situatlons which Voiunteers frequently
encounter In +the fleld. Ask the groups to declde
and explaln to the large group what the problem Is
and what advice they would glve to the mother.

Tralner Note

As participants are sharing thelr varlous weaning foods with each
other, encourage them to discuss the mixes In light of the cost,
cultural acceptabliiity, degree of difflculty In preparation,
speclal equipment requirements and so forth.

If +there are any women assoclated with the tralning center who have
older bables, Invite them to attend this part of the session and
taste test some of the weaning foods with the children.

If possible, glve +the small groups thelr case probiems at the
beglnning of +this step so they can dlscuss the solution with
members of thelr small group while they work at the stations.
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LOCAL PRACTICES REGARDING INFANT FEEDING

The following questlons seek Informetion on local practices regarding
breastfeeding; these are Important to know before beginning any
promotional or educatlonal actlivities.

e Do most mothers breastfeed thelr bables?
them?

If not, how do they feed

e Up to what age are bables breastfed?

o At what point do mothers begin breastfeeding?
birtht At 2 days old?

Immedlately after

e |s breastfeeding actively encouraged by doctors, nurses, midwives?
e What Is the frequency of breastfeeding? on demand? hourly schedules?

e What
baby?

Is the baby fed If the mother goes out to work? Who feeds the

o Is there an "indigenous formula®? e.g. a "gruel™ or "pap®™ made for
bables? What Is I1? How Is It used?

e Are there bellefs about certaln foods or local herbs that Increase the
milk output?

® What are the common problems encountered before or during breasi-
feed Ing?

e When do mothers feel that breast miik Is insufficlent and that other
foods are 1o be glven?

e What are the common foods given when weaning and In what form are they
glven?

Add other relevant questions, regarding the use of bottie and

formula.

e.g.

70
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Questions And Answers About Weaning

The weaning age child is currently the subject of num-
erous efforts to .educe infant mortality and improve
child health. This chapter answers some frequently
asked questions abort weaning and the weaning-age
child. These answers summarize available information
and are the basis for the program recommendations
made in the paper. Health and nutrition issues are cov-
ered as well as determinants of weaning practices. This
<ection draws on a number of references in the ano-
tated bibliography and especially Cameron and Hofvan-
der’s “*‘Manual on Feeding Infants and Young Children”.

What is weaning?

Weaning is the transitional stage when a young child’s
diet gradually changes from one of milk alone to a diet
based on what the ramily eats. Weaning begins when the
child is introduced to foods other than breastmilk (or a

% breastmilk substitute) .nd is completed when the child i¢
fully accustomed to the regular family diet. During
weaning, the child should continue to be breastfed,
since breastmilk is an important nutritional supplement
to the weaning foods.

Weaning also has a social and psychological aspect.
The special relationship « stween mother and child
evolves as the child becomes more independent and
other family members assume responsibility for the
child.

Why is the weaning period a dangerous time
for infants and young children?

During weaning the incidence of diarrhea and malnutri-
tion is high, making the risk of mortality greater than at
any other time in life.

The foods offered to the child and the preparation
and storage methods used may cause health problems.
The weaning food, in most cases, is a watery, starchy
porridge that provides fewer nutrients than breastmilk
at a time when the child’s nutrition requirements are
increasing rapidly to meet the demands of normal
growth. The porridge may be prepared with contami-
nated water, unclean utensils and then stored for several
hours before serving. The result is a food with enough
harmful bacteria to cause gastroenteritis.

When should weaning begin and
how long should it i, 4?

The exact time for the introduction of food will depend
on how well the child is growing. However, since rela-

Dmng weaning, foods from lhe JSamily diet are gradually added to
the child'’s diet of breastmulk. Photo: World Neighbors
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tively few children participate in growth monitoring
programs, the best advice is to begin weaning when a
child is between 4 and 6 months of age. By that time
children are able to swallow and digest bland semisolid
fgods without difficulty. Generady, between 4 and 6
months of age, the rapidly growing child needs food in
addition to milk to ensure that nutrient requirements are
met.

Both the early and late introduction of foods have
been linked with child health problems. Introducing
foods before 4 months leads to an increased incidence of
diarrhea and may lead to increased mortality. On the
other hand, the introduction of foods too late may
mean nutrition requirements are not met, beginning the
malnutrition process and leaving the child more vulner-
able to other commoz childhood diseases.

The duration of the weaning period varies among cul-
tures and communities because the duration of breast-
feeding and the age when children eat adult foods
differ. Weaning can be completed when the child is 12
months of age if the duration of breastfeeding is short
and the transition to solid, “‘adult” foods rapid. Or, it
can last through the second year of life in cultures where
breastfeeding is prolonged and the introduction of
foods from the family pot delayed.

How should foods be introduced
to the weaning age child?

The introduction of foods should be gradual. First
foods should be given using a teaspoon, a few spoon fuls
at a time. The mashed or pureed first food can be given
after breastfeading if it is well accepted or before breast-
feeding (when the child is hungry) if acceptance is a
problem. Initially, the food can be given once a day, but
within a month, the quantity, frequency, and types of
food should increase. By 6 months the child should
receive food 2 to 4 times a day. Children learning to eat
often spit out the food. Mothers should be told this and
reassured that it is not a sign that the child does not
want to eat. A cup and spoon should be used for feeding
since they are easiest to clean. Most infants can learn to
drink from a cup by 6 months of age.

Once a child is accustomed to eating (by 6 or 7
months), solid foods can begin to contribute signifi-
cantly to the child’s total nutrient intake. However, the
amount that can be eaten at one time is limited by the
child’s small stomach. (A one-year-old cannot eat more
than I to 1% cups, or 200 to 300 ml., of food in a meal.)
Therefore, the food must be a concentrated source of
nutrients or must be given more frequently. It is recom-
mended that these foods contain oil, fat, or sugar and
that the child be fed a total of 4 to 6 times per day,
counting both meals and snacks. To ensure that young-
sters receive the food they need, their food should bea
sepzrated from the family pot and served in their own

Sesslon 30, Handout 30B
Page 2 of 3

Local foods can be combined to make a nutritious weaning food.
Photo: Miriam Krantz

bowls. Gradually, food consistency can change: at 9
months children can manage small pieces of easily chew-
able foous. Food quantity should also increase. By 12
months, children can eat most of the family foods. At
about 18 months they should be eating half the adult
quantity. This is an easy way for mothers to estimate
food quantities.

What kinds of foods are suitable

for ii:2 weaning age child?

A variety of foods are suitable. The kind of food
depends on what is traditionally fed to children, what
food the family has available, and the amount of time
the mother has to prepare weaning foods.

After the initial introduction of the weaning food, it
is recommended that the food does not rely on a single
‘ngredient. The ideal weaning food combines different
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types of foods and is fed to infants along with breast
milk for as long as the mothers are able to breastfeed.

The first foods should be bland, not fibrous, and
well-mashed or purced. The most common first fo ods
are fruits, vegetables, and the local staple grain or tuber.
As the infant begins to eat more, a basic mix of two
ingredients, the staple grain or tuber plus a legume (nut
or bean), should be substituted for the single ingredient
porridge. Porridge from the basic mix should be richer
in calories and provide much more protein than the tra-
ditional porridge.

After the first six months, when solid foods begin to
supply a major portion of the child’s nutrients, basic
mixes can be replaced by multimixes, one-pot foods that
make a complete meal. If the ingredients are combined
in suitable proportions, the multimix will supply enough
calories (from carbohydrates and fats), protein, and
vitamins and minerals to meet the nutrient requirements
for maintenance and growth. They can be prepared
from foods just for the child or from foods cooked for
the family (as long as they are not spicy). Multimixes
have four basic ingredients:

1. A staple, or carbohydrate food. grains (rice, wheat,
corn, millet, sorghum, or oats) are recommended over
roots or green bananas because their protein content is
higher and their fiber content is lower.

2. A protein supplement: this can be a plant proteir,
such as beans, lentils, and nuts, or an animal protein,
like eggs, yogurt, milk, fish and meat.

2. A vitamin and mineral supplement. the best foods
are those high in vitamin A, such as dark yellow or
orange squash, sweet potatoes, and deep orange or yel-
low fruits, like ripe papaya.

4. A calorie supplement: the addition of fat, oil, coco-
nut milk, or sugar will make the food more *‘calorie
dense,” because these foods provide calories without
adding volume.

What are other factors
that determine weaning practices?

Economic, social, cultural and environmental factors all
play a role in what children eat and how they will be fed.

The mother is principally responsible for feeding the
child, and she is key to efforts to improve infant feeding
practices. The child is dependent on her understanding
of appropriate feeding practices and the limitations that
orevent her from implementing appropriate feeding
practices. Programs must take account of these realities;

* The mother’s beliefs and practices concerning wean-
ing. These practices will be influenced by the family,
community and culture. For example, mothers living in
urban areas may begin weaning earlier than mothers in
rura! areas, because in many urban areas there is no
breastfeeding support structure.

(From: VNorld Federation of

Publ ic
Actlvities for Improving Weaning Practices®,

Session 30, Handout 30B
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® The mother’s level of formal schoolir.g. This factor
often parallels the mother’s knowledge of nutrition and
has been shown to be positively corr.iated with her chil-
dren’s health status. (Mosley, 1982). The health status is
likely to be better the more years of school the mother
has attended.

¢ The role of women in the society and in the family.
For example, how much voice the mother has in how the
family income is spent. This will influence if income is
used to purchase additional foods for the infant.

¢ The mother’s health status. If the mother is pregnant,
or ill, she may have little energy to prepare a separate
weaning food, or feed her child more frequently, in
addition to her other responsibilities.

° The amount of time the mother has avuilable for food
preparation. Women are usually responsible for child-
care and housework. Many women also work in the
fields, market or factory. The amount of time they have
available will determine whether, for example, they will
be willing to prepare a multi-ingredient food separately
for children, and the time they can spend processing
ingredients before cooking. Busy mothers often cook
foods early in the morning and store it for later con-
sumption. In hot climawes particularly, bacteria in the
foods multiply rapidly and cause diarrheal diseases in
children.

* The availability of household resources. Lack of
water, sanitary facilities and cooking utensils may also
make it difficult for mothcrs to guarantee their children
uncontaminated food. These conditions may also pre-
clude the use of multistep cooking procedures that
require processing equipment.

Other factors that influence infant feeding practices

are:
* Food availability. Some foods may be available only
during certain times of the year. For example, ground-
nuts may be available only 6 months of the year. Many
of the family staples or the food available in the markets
may be scarce or expensive during the time before
harvest.

Food availability in the family is directly related to
food production and the food marketing system of the
counuty. Food production is influenced by climate, land
tenancy system, farming methods (the types of crop-
ping, fertilizer, and seeds), and the availability and use
of agriculture extension services
¢ Fuel availability. Cooking fuel (charcoal, wood, gas
and kerosene) may be scarce, expensive, and time con-
suming to obtain. (Many of these same constraints
apply to water). Infant foods that require a long cook-
ing time, such as improved khichuri and suy1 mixture
(from Bangladesh) that needs an hour to cook, will not
become part of a daily routine.

Health Assoclatlons, "Program

ppo 5-70)




Sesslon 30, Handout 30C

GUIDEL IRES FOR WEANING

breastfeed solely for the first 4 months.

unless the weather 1Is very hot, breastfed bables will not need to
drink water during the first few months of iife. If water Is needed,
feed baby bolled water with a cup and spoon.

add (expressed) breast milk to baby's cereal and other foods to
provide protelns.

start glving semi-solld foods (e.g. porridge) at about 5 months with
an emphasls on protein rich ¢ -aals.

add easily digestibie foods, (well~cooked vegetablies and soft frults)
gradually -- one at a time, In small amounts.

add protein mixes gradually. Start with a 1:4 ratio of legume:cereal;
progress to 1:2 ratlo of legume:cereal.

use proteln foods that are easlly digested and make the best use of
complementary protelns.

after 6 months of age, weaning fuvods should Include nutrients from the
3 food groups.

Infants! meals should not Include pepper and harsh splces.
salt and sugai- should seldom be used In an Infant's meals.

pound or chop foods In advance of cooking to help ensure that baby'!s
foods are soft and not overccoked.

Infants should be fed small meals on a frequent basls (at least 4
times a day).

at 12 months, a child can eat a modifled adult dlet (l.e., adequate
proteln, proper consistency, no harsh spices).

breastfeeding should be prolonged until the baby Is 18 to 24 months
old.

weaning should be a slow, consistent and progressive process of
Increasing food types and amounts while slowly decrsasing frequency of
breastfeeding.

confidence, patience and persistence Is required of the mother In
order to wean an Infant successfully.

74
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METHODS AND FOOD SOURCES TO IMPROVE WEANING FOODS

Type of Preparation: ADVANTAGES DISADVANTAGES
1. Home-prepared foods Cost to a family can be minimal. May require more of women’s
(tamily pol) time in processing and

Have potential to affect everyday preparation.
behavior with high probability
that these changes will continue  Require serious nutrition

over time. education effort: staff and money.
Personne! must be trained in the
Ingredients available locally. basic messages and how to

communicate them.
No new technology needed.

Focd quality variable.
Distribution and packaging costs

nil. Seasonal variations may leave
famitles with few options during
some months.

2. Village!/Group pregared foods  Food is made with some super-  Make people dependent on
vision. Quality and hygiene purchased food and on food
should be ensured. processing that cannot be done

at home.

Less expensive than central
processing. Can be difficult to organize.

Better practices are leagned when  Chance of long-range, home-
foods are prepared in a group based change, less than with a
situation than if centrally homemade food.
processed.

Raw materlals may be difficult to
Allow for some processin) that supply in a timely fashion.
would be teo tima consuming for

mothers at home. Require capital for “start up”
costs and then maintenance
Have potential t generate costs must be met.
income.
Require small business
. Can serve as a demonstration of  management skills and personnel
benufits of new local foods. willing to stay with the project.
Can generate community Need a strong education and

enthusiasm and other benefits promotion effort: stafi and
through group work on a project. money.

3 Foods processed at central Foods are made under Cost of the product is high either
focation supervision, so the nutrient to the government or families.
content is controlled.

Make families dependent on

Save time for the person purchased food.
preparing the food.
Require capital investment for
May save fuel. physical facilities for storage and
processing.
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Page 2 of 2
Type of Preparation: ADVANTAGES DISADVANTAGES
Foods unsuitable for Raquires a markéting plan to
consumption by infants without  2nsure that price policies,
procassing can be made Into distribution networks, and
good, nutritious food. promotlonat strategies are finely
tuned.

Can promote awareness of need
for timely introduction of food.  Commercial foods may not reach

the target group, but only those
Can be stored without who cagn a?ford i, Y

contamination.

) Raw materials may be difficult 1

Easily prepared. supply in sufficient quantity
because of poor crop yields or

May be the most cost efficient

way for the government to l'mular deliveries of imported

provide food to those families S

who cannot afford more or Packaging and distribution costs
different foods. magch'ag ¢ «

Changes in feeding practices
made as a result of foods may not
be easily sustalned if foods are
no longer available,

Food Sources ) Advantages Disadvantages
1. Imported foods (Donated or Could provide higher cost If imported food is different from
Purchased) ingredients, e.g. milk powder, local staples it may create s
than consumers can afford, dependence on foods difficult to

. replace locally.
Help governments subsidize cost

of foods for low income families. I the food muzt be purchased,
use valuable foreign exchange.

Supplies uncertain.

Require extensive storage,
packaging, and distribution
operation; thus government costs
are high.

Nutrition education efforts may
not be applicable to local foods.

May be a disincentive to local
production or to village efforts to
meet infant food problem.

2. Local foods Call on people’s creativity to ~ May require more time spent on
utilize or produce local the part of familles or village to
resources to meet a need. meet a local need.

Effort is more likely to be
sustained over time.

Can have a positive economic
impact in the family and
community through increassd
agricultural production.
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Sesslion 30, Tralner Attachmenit 30A

THE STORY OF A BOTTLE-FED CHILD

. Marangu Is a viliage In Africa where up untll recently women have been
breastfeeding thelr young ones. Marangu Is not too far from an urben
center where there Is a child health ciinlic.

Grace has llved In Marangu all her |lfe and Is married to a farmer.
They have very Ilttle income and now have five chlldren to care for.
Grace's newest baby, Eil, [s 5 months old. She takes-him to the clinic
once a month to be welghed. On her way to the clinic, she notices
plctures on a blg board along the road -=- plctures of a happy, healthy
baby boy being fed a bottle by his mother. Grace notices how happy and
pretty the mother In the picture looks, Everytime she sees the pictures
she thinks how wonderful it would be to be just |ike this woman.

Sometimes women dressed |lke nurses, come to the clinic fo give free
samples of formula. They also visit women In thelr homes Vo show them how
to prepare the formula. Some of Grace's frlends tell her that bottle-
feeding wlith formula Is better for bables and easier for the mother. They
say breastfeeding makes your breasts droop and look ugly. The more Grace
listened to thelr talk the more she became convinced that she should start
feeding Ell with a bottle.

The next time Grace went to the clinlc, she took the money she had
been saving for Eli's baptism and spent It all on 5 boxes of Infant
formula, E!! adjusted quite easlly to the bottle. Grace however had some
trouble with swollen and painful breasts. But she felt so happy at first,

Q that +the painful breasts didn't bother her.

Grace couldn't read the directions on the box, so she mixed the
formula with stream water until It looked ®"right®. ElI was frequently
sick with diarrhea but Grace assumed it was because he was teething and
probably adjusting to the bottle.

As time went by, her supply of formula begi~ o run low and she began
to use less and less of 1, as she mixed the botties for Ell.

EIl began to lose welght and didn't seem happy. He was constantly
elther slick with dlarrhea or constipated. His arms and legs were swollen,
and he always looked miserable. Grace was embarrased to take Ell to the
clinlc. She felt foollsh because she was not able to feed her baby with
formula that was suppose to be so simple and easy to use.

Grace decided too late that she should begin breastfeeding Ell again.
She +tried, but he was not able to get enough milk from her breasts. She
had stopped producing milk because he wasn't sucking and now £ll was not
strong enough to suck hard. Grace was miserable and Ell was close to
death.

Note: Adapt the story to Include the most relevant tectors (e.g. poor
sanltation) which contribute to malnutrivion resulting from
inappropriate bottle-feeding.
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‘ BREASTFEED ING AND BOTTLE-FEEDING: ADVANTAGES & UISADYANTAGES
Breastfeeding Bottle-feeding
Advantages: Advantages:

o naturally sulted to
needs and dligestion of Infants

® needs no preparailon, less
work for mother

e ready on demand
® [nexoenslve
@ clean

e rlight temperature &
concentration

e contalns protective elements
for Infant

G o baby beneflits from cuddiing
and close contact with mother

e may delay conceptlon, (however
's not rellable as a contra-
ceptlve)

o helps uterus of mother return
to normal slze

Disadvantages:

o severly malnourlished mother
who breastfeeds Is depriving
both herself and her child of
vital nutrlents.

@ allows mother more Indepen-
dence, abllity to work away
from home

o aflows other members of family
to feed child

e (N. B. these may not be
advantages for the baby)

Disadvantages:
e formuia is expenslve

e formula needs to be accurately
mixed for adequate nutrition

e takes preparation time

e formula needs to be prepared
using hyglene practices

e baby is more susceptible to
diseasss & Infectlons when
bottles/teats/formula are
contamlnated

e fuel needed for heating water

® need adequate amounts of safe
water to prepare formula and
cliean bottle

e more Than one bottle and teat
are neceded

e need cleaning utenslils and soap




Sesslon 30, Tralner Attachment 30C
THE STORY OF MAYA

Maya was born Just after the first moon of the new year. Her mothsr,
Anna, gave her the breast right away. Maya was happy, healthy and
growing.

When Maya could sit by herself, Ana began to fix a I1quld rice porridge
for her. She gave Maya only one or two spoonfuls the first time. At
first Maya Just spat out most of the porridge - but her mother continued
to glve It to her patiently, She knew that Just breastfeeding was not
enough for Maya now - she needed more food. She had be_in to craw! around
and was very actlve--she needed addlitional food to help her grow and gilve
her energy to play. Anna also knew that Maya must learn to eat adult
foods slowly so that when she was older and stopped breastfeeding, she
would not refuse the new food and grow sick. Anna knew many chlidren who
had become weak and dled when they were not allowed the breast anymore.

Soon Maya was eating @ small bowl of rice porridqe each morning and
afternoon. After Maya began to |lke the porridge, Anné added some mashed
bannanas or pumpkin, a |ittle at a time. Soon Maya got used to frying new
foods and she |lked almost everything., She was stii! breastfeeding but
not as frequently. By the time Maya was cble to stand up while holding
onto something, she was eating a tnlcker rice porridge with pounded flsh
or an egg Yolk. She was well and was rarely sick or unhappy. She was

naughty at times. Her mother scolded her, but was very pleased- that Maya -

was healthy and well enough to get Into mischief. She was a smart |ittle
glri.

By the time Maya was almost walking by herself, she had four new teeth.
She was eating almost the same things the rest of the famlly was eatlng,
only It was more mashed up and less spicy. She stit! had breast mllk a:
least fwlce a day. Anna gave Maya small meals four times a day because
she knew that bables couldn't eat much at one time.

By the tIme Maya was walking by herself, she was eating the same foods as
her famlly. Anna helped her eat by cutting her foods Into small pleces
and glving her a good plece of flsh or chicken at each meal. Slowly Maya
stopped taking the breast, because she was very healthy and eating all she
needed.

Anna was wlse to +teach her chlld to eat adult foods slowly while stiil
breastfeeding her. In this way Maya learned to |lke the taste and feel of

new foods, before belng deprived of breast mitk. Maya contlnues to grow
bigger, healthler and happler.

79

-599~




Session 30, Tralner Attachment 30D

SAMPLE PROBLEMS IN INFANT FEEDING

A 9 month old chlld has acute diarrhea, He has been breastfed only
and the mother Is convinced he's not ready to eat solld foods, because
she says he gets dlarrhea everytime she feeds him. What would you
suggest?

A year old chlld brought to the clinic has not gained welght since her
last visit 3 months ago seems apethetic and appears to have edema.
When you ask what she's belng fed--the mother says, "She doesn't want
to eatm, What could the problem be, and how would you go about
handl Ing the situation?

You arrive at a frlend's home and dlscover her cousin (from another
village) feeding a young baby with a dirty bottle. When the subject
comes up, you dlscover she Is not breastfeeding because thls Is not
her chi’ .. The child's mother |s dead. What would you advise?

Shortly after arriving In your v!llage you notice a child about 2
years of age sitting on the front porch of a nearby home. She Is
lethargic, has a swollen belly, thin |imbs and conjunctivitis. When
you find her pavents, they say "she eats a lot", How would you go
about handling thls sltuation?

(Develop other case studles based on the nutritlonal problems of infants
and young children in-country.) 4




Session 3t
PREVENTING MALNUTRITION

TOTAL TIMNE 3 hours

OVERVIEW In the previous sessions, particlpants learned
about and practiced preparing meals usling
locally avallable foodstuffs, for the purpose
of promoting good nutrition., They aiso learned
how to recognize the signs and symptoms of
severe malnutrition and the Importance of
breastfeeding and proper weaning for Infant and
child health,

In this session participants examine the causes
and conditions which underile malnutrition, and
use thls understanding to deveiop specific
health education plans which have for e objec-
tive the prevention of malnutrition by health
workers, the family and the communlty. This
sesslon Is closad with a discussion of or visit
to a Nutrition Rehabllitation Center.

OBJECTIYES @ To recognize ard describe the chain of events
e leading to malnutrition,
(Steps 1, 2)

e To Identify and discuss possible strategles for
preventing malnutrition.
(Step 3)

e To develop and present a health education plan
that promotes good nutrition,
(Steps 4, 5)

e To explain the basic principles and methodology
of Nutrition Rehabli{itation.
(Step 7)

RESOURCES - Helping Health Workers Learm. Chapter 25
- Nutrlition Rehabllitation, Its  Practicsl
Application.

Handout:
- 250 Sesslon Plan Worksheet
(From Sesslon 25)
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Tralner Attachments:
- 31A Story of All
- 31B Case Studles @

MATERIALS Newspi*Int, markers

PROCEDURE

Trainer Note

Particlpants should be asked to bring to this sesslon Informatlon
they gathered and analyzed durlng thelr Information gathering
vislts to the communlity (Sesslons 12 and 13) and notes from other
tralning sessions that you +think would help them iduntify
underlylng factors which may affect a child's nutritional status.

Since they wlll also be asked to design a health education
actlvity, they should bring their coples of

Helping Health Workers
Learn to thls session as It provides many helpful ideas of ways to
teach and to learn about nutrition,

| —

Step Identifylng the Conditions Which Underlle
(10 mln) Mainutrition

Post the definitlon of "Causal Chain" and ®Causal
Web™ (found In the Trainer Note below) on the wall
and ask the participants to read It and dlscuss

any questlons they may have concerning these
concepts,

Tell the particlpants +hat In this step you will
read them a story and they should |isten and
Identify the causes (chains and web.) of hunger
and nutrition mentloned in this story.

Read the story adapted from Tralner Attachment 31A
(Story of All).
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probliem,

The definitions
on newsprint are:

Causal Chaln can be conslidered

disease or 1ll health", It Is a mlcro way of viewing a health

Trainer Note

Causal HWeb may be defined as Mali the underlying factors
contributing to and enhancing the disease state",
health problem from a macro perspective.

for <causal chaln/causal web that you should write

"a chaln of events leading to

It looks at a

Step 2
(20 min;}

Processing The Story

As a means of Introducing a tralning activity the
particlipants might consider using once at thelr
work sltes as well as a way to get them to think
about the many related causes of hunger and
nutrition, play the game calied "Another One",

Tell the particlipants that based on what they
remember from the story that you have just read you
will ask them a questlion and they are to glve an
answer to that question and then "another one" and
"another one". Ask for iwo participants to act as
recorders and to write the answers glven In terms
of causal chalns and webs and play the game.

After  the participants have generated as many
answers as they possibly can, draw two columns on
nevicprint and titie one column Causal Chaln and the
other column Causal Web. Ask the two recorders to
list the factors that were mentlioned under these
headings.

Have the group review +thils list as well as the
Information they obtalned from previous sesslions
and thelr visits to the community and address these
questions:

- What are other causes or underlyling factors that
have not been considered? (Please |ist)

A
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= Which of the factors |isted are most relevant to

your programs and communlty? {Please clrcle) a
Tralner Note

The list of factors related to malnutrition may Include:

Chain Factor ¥eb Factors

o Low birth weight ® lInequitable food distribution

e Bottle feeding o Insufficlent food production

@ Abrupt weanling ® Poor utlilizatlon of avallable

¢ Parasitic Infections food

@ Lack of medical care e Poverty

@ Lack of sufficlent e Infectlons compounding

protien/calories In malnutrition
the diet e Inadequate mudical care

® Dehydration @ Tradltlonal Lellefs/practices

¢ Dlarrhea (e.g., food taboos)

© Measles ¢ Population pressures

e Malarla e Poor cllimate for growing food
® MWastage due to pests
© Low Priority of health/nutrition
e Insufficlent preservat!on of foods

Step 3 ldentifying Strategies for Preventing
(20 min) Malnuirition

Based on the list of factors the particlpants have
Identifled as most relevant to thelr programs ask
the particlpants to Identify:

- strategles for preventing malnutrition

- realistic ways PCVs couid Intervene In any of
these factors to prevent malnutrition

- ways you can Involve mothers, local health
workers, health officlals, etc.

Tralner Note

You should I[ist the answers to some of the questions on newsprint
as the particlpants state them. In particular you should Ilst the
strategles for preventing malnutritlion next to the |lst of causal
factors, Some strategles for preventing malnutrition Include:

= Nutritlon education

- Promotion of breastfesding

= Use of nutritlous weaning foods as a supplement +to
breastfzeding

Gardening/smal |l animal ralsling

Adequate medlcal care, e.g. to treat parasitic Infectlons
Monltoring of chlld growth and development

Pre-Natal care
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Step 4 Teaching Mothers About Child Health
(25 min) and Nutrition

Ask the group to count off 1, 2, 3 and to form
three groups. Distribute one of the case studles
from Tralner Attachment 31B to each group and ask
them to develop a plan {using the planning work-
sueet from Session 25) for a health education
sesslon that would have an Impact on preventing
thls sltuation In the future.

Tralner Note

Depending on when this session Is glven, more or less time wiil be
needed for this step. If thls sesslon Is held before Session 25
then you wlll have to briefly Introduce the Sesslon Plan Worksheet
found In that sesslon and work through one example using thls
worksheet. Another alternative to this step Is to lengthen the
time substantlally and have the groups nrot only plan but practice
the health educatlion activity and have them present It durlng the
Health Day (Session 17).

During this step tell the group that Chapter 25 of

Helping Health
Morkers lLearn may provide them with useful ldeas and methods for
teaching nutrition.

Step 5 Rev.awing Their Plans
(30 min)

Ask one member from each group to present and
explain In as much detall as possible thelr case
study and the nutrition education plans they have
developed for helping the community solve and or
prevent this problem from reoccurring.

After each group has finished thelr presentation
ask the group for their comments., Have the group
focus on:

- The constraints they see In Implementing this
activity

= The cultural approprlateness of the actlvity

- The approach used (e.g., lecture, dlalogue,
discusslon, participatory/experiential)

- The respect that the activity shows for
people!s knowledge and bellefs and practices,
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Step 6 Nutrition Rehab!| itation

(60 min)

Tell ths group that In this step they wili be
visiting a Nutrition Rehabllitation Center +o
observe and learn:

- How they are organized (bulldings, staff,
equipment, supervision, record keeping).

- Types of cases they treat (severe and
uncompl Icated PEM ceases)

- Types of subjects or foplcs they +teach
(nutrition, meal planning, health, househojd
budgeting, gardening, home craft skills)

- The work schedule

~ Follou~up practices In the home or communlity,

Tell them +that the concepts that they derive from
this visit will be useful if once at thelr posts
the comnunity expresses an Interest In developing
or Improving a center where mothers take thelr
malnourished infants to be treated,

Tralner Note

Introduce +this step hy telling the particlpants that up to now In
thls module we have baslically been focusing our attention on how to
prevent malnutrition from cccurring and If severe malnatrition doas
occur how 1o recognize and treat ths severe forms. Explaln that

stages of malnutrition is nutrition rehabl|itation, The maln
purpose of nutrition rehabilitatlion is +to educate the mother

through her active particlpation In the care and rehabllitation of
her chiid,

If a visit +o a Nutrition Rehabliltation or Mothercraft Center Is
not possible, you should Invite the supervisor of this type of
center to discuss his or her program with the group. Whichever way
you choose to conduct this step, please review Joan Koppet?s book

for good Information on planning and
oporating a Nutrition Rehabll1tation Center,
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THE STORY OF ALl

All, was a large healthy baby when born. His mother breastfed him whenever
hs. .gave his ‘"hungry cry®. By six months All had his first tooth and
soemed to be growing faster than hls cousin, who was born three weeks
before All. His mother was happy. Two of her four chlidren had died
dur’ag Infancy, but this time All looked quite healthy and happy. She was
proud and content and continued to breastfeed Ail. On occaslion she would
give him a millet gruel. He seemed to llke It, but she didn't have time
{0 make him a separate meal each day. She had a heavy schedule aiready;
fetching wator and wood, pounding millet, working In the flelds, making
one pot meals over a fire, golng to the market, caring for her chilldren,
sweepling sand and animals out of the house.

During the second half of All's first year, Ali's father dled and the
expenses for hls funeral put the famlly greatly In debt. All's mother was
forced to go to work for another famlly and had to leave her baby in the
hands of his 9 year old sister, All was no longer breasifed and the only
food glven to him was that which was prepared for the rest of the family.

The food was splcy and All was not accustomed to anything but the rice.
He would pick at the food but never ate much other than rice. His mother
watched sadly, as he became thin and miserable. He was frequently 1! anc
seemed to stop growing. This Is what happened to her other itwo children.
She was sure he was going to dle, but accepted it as her punishment for
being too proud and content with All when he was an Infant.

87
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CASE STUDIES

Case Study #1

Food had never been abundant In the village of Agalek, as It was close to
the desert. Most of Tasha's large family had survived the last six years
of drought, but all of her chlidren were lean and dldn't grow very fast,
Her youngest chllid was born small and seemed to be a very slow learner.
This year there had been enough raln and the wheat crcp was good. Tasha's
husband sold two~thirds of the crop In order to get money to pay off some
of thelr debts. Besldes, they didn't have enough place to store that much
graln, At the tims it sesmed more important to sell the wheat than save
It, because other food was avallable. It was the season of frults and
vegetables and the chlldren were always eating mangoes or tomatoes.
However, +times got harsh again. Thelr wheat supply also ran very low
rapldly because much of the stored graln was damaged by insects and rats.
Tasha's husband went into deb+ again to buy what little food was available
to keep the family allive.

Lase Study #2

Klku was a healthy baby. At 18 months she was still belng breastfed and
recel'ring some supplementary food on occasion. At times, Klku's mother
(Aru) attended a clinic whe~e Kiku was welghed and Aru given a soybean
meal to prepare at home for Klku. When Kiku became sick with a cold and
dlarrhea, Aru Immediately stopped feeding her belleving that food made the
dlarrhea worse. At flirst Aru did not take Kiku to the clinlc because It
did not seem necessary, she would get better. But then Kiku became worse
- she developed a heavy cough and fever and was very weak from the illness
and lack of food. By now Aru was too ashamed of her condition to take her
to the clinic. She decided to go to a traditional healer instead,

Case Study #3

Jose was 2 1/2 years old when he returned from the hospital 40 miles away.
He had suffered from a severe case oy proteln defislency and stayed at the
hospital for two mon/hs getting treatment. He was now at a welight
appropriate to hlis age and In falrly good health, so he was allowed to go
home. His famlly was happy to have him back home. HIs younger sister was
now 17 months old and beginning to eat some of the family food too. Jose
quickly went back to eating the famlllar pattern - yams one day, rice the
next. He was also back to the famillar environment with the pigs and
goats wandering around the yard. It became his Job to chase them away
from the cooking area. Jose soon had werms again, ilke all the other
children. His belly was bloated and hard, he was either constlipated or
had diarrhea and frequently his mother saw worms in his poop. She didn't
know where they came from or what damage they did to her son. After a few
months, Jose began to show the signs of Kwashlorker again - puffy looking
ankies and hands, thin upper arms and he was always miserable and not
hungry. Hlis parents didn't know what to do - they couldn't afford to send
hin back to the hospital. Besldes It dldn't seem t0 cure him - since the
"disease®™ came back so fast.
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Module 6
Maternal and Child Health

Behavloral Objectlves

By the end of this module, participants will be able to:

1.

2,

5.

List three signs of pregnancy.

State three things that pregnant women should do during the
course of thelr pregnancy.

ldentify four signs that Indicate high-risk pregnancy.

Describe flve slgns of healthy development of children aged
up to 1wo years and state the ages a chlid usually exhlblits
these sligns.

Explain the use, side effects and effectlveness of flve
methods of contraception.
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Session 32

NORMAL PREGNANCY AND PRENATAL CARE

TOTAL TIME 3 hours

OVERVIEW "A healthy baby begins wlith you"™ Is the most
Important health message for pregnant women.
Thls sesslon therefore focuses on ways to help
women protect thelr own and +helr unborn
chllid's health durling pregnany.

In this sesslon, particlpants iearn the sligns
of pregnancy and how to sensltlvely discuss the
topic wlth vllilagets.  They  leain hox to do
baslc prenatal counsel | Ing In  nutritlon,
sel f-care and management of routine pregnancy
complaints and how to help monitor normal
pregnancy progress to recognize when to refer a
pregnant womarn for medlcal attentlion. Through
peer teachlng wlth visual alds, role play, and
practicing of counsellling skllls, particlipants
galn skliis and sensitivity In workling with
pregnant wemen In the viliage setting.

OBJECTIVES e To recognlze sligns and symptoms of pregnancy
and to descrlbe the dlagnosls of pregnancy.
(Steps 1, 2)

o To descrlbe normal progress In pregnancy.
(Step 3)

o To demonstrate and practice prenatal coun-
selling In self-care, nuti'ltion and management
of routine pregrancy complaints In the vliilags.
(Step 5)

(n]
)
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RESOURCES - Helping Health Workers Learn. Chapters 21 and O
22,
= Hhere There Is No Doctor. Chapter 19

Tralner Attachments:
= 32A Role Play On Pregnancy
- 32B The Normal Progression 0Of Pregnancy
- 32C Prenatal Counsel | Ing
= 320 Normal Dsllvery
- 32E Flve Essentlal Steps To Follow During
The Baby's Birth

MATERIALS Props for drama or role play, newsprint,
markers, visua! alds or fllms on pregnaiicy ano
normal dellvery, birthing kit.

Tralner Note

A nurse~midwife and/or traditional birth attendant should ba
Invited to assist during the presentation of this sesslon, The
presence of tralned health personr-' Is extremely Important no*
only for presenting the +techn’cal nects of labor and del lvery
(Step 5) but also for talking a .+ the iocal traditions and
bellefs +toward pregnancy and dellvery of the child., Ask them to
bring slldes or other visual alds and thelr birthing kit., Tell
them, 1f possible, a slmulation/demonstration of +the actlvities
they carry out durlng and after the birthing process would be
appreclated, It at all possible, a visit to a clinlc or hospltal
to see a |lve birth should be arranged.

Prior to thls session ask a participant to prepare a presentation
using visual alds and Tralner Attachment 32B to explaln the nomral
progression of pregnancy.

Also, In advance of +thls sesslon, ask four participants who are
particularly knowledgeable or Interested In maternal znd child
health to prepare a demonstration on prenatal counselling to be
glven In Step 4, They should Include all the Information found In
Tralner Attachment 32C (Prenatal Counselling) and Information In

(Chapters 21 and 22) and Yhere There
s No Doctor (Chapter 19).

Be sure to assist +these participants before the session In the
development and wuse of appropriate visual alds for +helr
presentation, and help +hem model effective ways of sharing this
Information at the village level,
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Step 1 Recognizing he Signs of Pregnancy
‘ (35 min)
Revlew the objectlves and glve a brief

Introduction to this session.

Next ask for six volunteers to be role players.
Ask them to team up In palrc and distribute the
rocie sheets (Trainer Attachment 32A) to each
palr. While they are preparing for thelr parts
ask the rest of the group to help you arrange the
physical setting for the role play. Tell the role
players they have 20 minutes to prepare for thelr
role play.

Describe the setting for the role play (see
Trainer Attachment 32A) and ask the role players
to begin.

Tralner Note

Tell the participants who have volunteered for the role play that
they should try to incorporate as much of what they know about -the
local culture and organlzation of health centers into thelr roies
as possibla, They can refer back to what they jearned In Sesslon 6
(Health Care Dellvery Systems) as well as Sesslons 10-13 on
0 Community Analysls. ¥ possible, the participants who play the

nnurses" should have some knowledge of the signs and symptoms of
pregnancy. The roles of the pregnant women in the first and third
scenes should be actual pregnant women from the community If

possible.
Step 2 Processing The Role Play
{15 min)
After the role play facllitate a discussion
focussing on:

- What signs or symptoms mentioned Indicated
pregnancy? (Generate from the group all the
signs dlscussed In the role plays: add any
addltiona] signs that should be Included;
record on newsprint.)

- What relevant questions did the nurse ask
about the present or past pregnancies?

- Why do you think these were Important?

- What should the nurse have asked or done but
didn't?

- In each case, how could the interaction and
the Interview process have been Improved?

. - What do ltocal people Identify as slgns and
@ symptoms of pregnancy? What terms do they
use.

- Any further questions, com. snts, suggestlons?
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Tralner Note

Responses concerning the signs and symptoms of pregnancy may
Include such things as:

= laboratory test conflrmation

enlarged and/or tender breasts

darkened nipples

"morning sickness®

welght galn and abdominal distentlion

local spiritual or traditional bellefs such as posltive or
negative changes In the woman's complexlon or halr texture
or dlfferent responses to the woman from anlmals or
chlildren, changes In the woman's  appetite or food
preferences, etc.

Step 3 Discussing The Normal Progression of Pregnancy

(20 min)
Ask the preselected particlpant o glve his or her
presentation on the normaj progression of
pregnancy (Tralner Attachment 328B).

Based on thls presentation and other Information O
the group has acqulred to dats, have them dlscuss

the Importance of an early and accurate dlagnosis

of pregnancy. ltems for dIscusslon should Include:

- The effects of the pregnant woman's health on
the newborn (1.e. malarla, overwork)

- The need for vacclnatlons to prevent tetanus
In the newborn

= The Importance of monltoring fetal development

- The need to eat for two.

Tralner Note

The person glving the presentation should be encouraged to use
visual alds and to emphasize the need for contlnued monltoring of
the pregnancy.

The dlscussion In this step should focus on normai pregnancles,
Discussion of high-risk and problem pregnancles should be held for
Sesslon 33,

15 Minute Break 0

o)
(b)
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Step 4
(30 min)

Step 5
(30 min)

Sesslon 32, Page 5

Prenatal Counselllng

Have the participants who have been usked +to
facllitate thls step present thelr counsel | Ing
sesslon,

At the end of thelr demonstration have the
participants dlscuss and |lst on newsprint, what
they observed and learned concerning:

- the mlnor symptoms of pregnancy (nausea,

vomlting, dlzziness, discomfort)

ways to treat these minor symptoms

nutritlonal needs during pregnancy

general hyglene practices

normal  physical changes a pregnant woman

should experlence

~ general stages of fetal development during
gestation

- local attltudes toward sexual!ty and pregnancy

- what the volunteer needs to know to feel
competent when discussing these toplcs with
pregnant women

- Other questlons, concerns, comments,

Normal Dellvery

Intfroduce +the nurse-midwife or traditlonal birth
attendant who has been Invited to discuss and
demonstrate, the stages of labor, and the vlrthing
procgss using plctures, slldes or simulations.

Afterwards facllltate a discussion on:

- the labor symptoms

- The stages of dellvery

- The varlous positions a woman can take durling
del Ivery

- The role of the mldwife or TBA during and
after dellvery

- The equipment needed and used during thls
process

- Your emotlons and concerns for the mother and
chlld while viewing the process.
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Tralner Note
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{f possible the participants should visit a cllinlc or hospltal
where they can witness a real dellvery.

Tralner Attachment 32D (Labor and Dellvery) and Yhere There is No
Doctor, pp. 259-262 should be revliewed by you and If any of the
pcints covered have not been mentloned or discussed pieass mentlon
them at thls time.

Step 6 The Blirth and Care of the Newborn
(35 min)

Ask the particlipants to brlefly summarize the
steps to take to Insure a normal and healthy
pregnancy and del lvery.

After .they have |lsted what they recali from the
previous steps, you o~ the midwlfe should concluas
thls sesslon by dlscussing and demonstrating the
flve gssentlal steps to follow during the baby's
birth and the essentlal care glven to the nexborn
(Tralner Attachment 32E).

Conclude by asklng the particlpants and guests te
dlscuss what roles PCY's can play In providing
prenatal care and what further Information they
need to feel comfortable to be effective In thlis
role.

Tralner Note

Review pages 262-265 for Informatlon on the care to be glven to the
baby and mother Immedlately after blirth.
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ROLE PLAY ON PREGNANCY

Role Play:

The scens should take place In a two room building, with a nurse
interviewiny and weighing women In one room and another nurse doing
prenatal examinations In the other room. The three women who will be
interviewed are coming to the clinic for the first time and are a bit
fearful and hesitant. The rest of you are all women walting ftc see a
nurse, You have been walting all morning In the flrst room where the
nurse conducts Interviews. The nurses have already been working 4 hours
and as you know, there are stil| many women waiting.

Depending on the cultural setting and norms regarding pregnancy in the
host country (whether Inquiries about pregnancy wouid be explicit or
covert), ask the participants to adapt the attached three roie play
sltuatlions. The three women's responses should refiect thelr state of
pregnancy:

- First Woman: about 2 months pregnant
~ Second Woman: not pregnant, but has some questlonablie signs

- Third Woman: obviously pregnant, with a history of prior
compl icatlons

,96
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Dialogue #1

(Between a nurse and woman who Is 2 months pregnant)

Nurse:
Homan:

Good Morning. How are you today?

I feel fine - a littie tired, my mother thinks I am pregnant.
Have you been pregnant before?

No.

Have you noticed any change In your bleeding cycle?

Yes It has not come for 2 months.

Have you felt sick during this tIime? Has your stomach been
upset?

Yes, In the last month | have felt sick every morning. | can not
eat much., Somet imes when | eat, the food comes back up. But |
usually feel better later In the day.

Have you seen any changes In your body?

My breasts are blgger and they feel soft.

Are you eating well during the day?

Since | feel sick much of +the morning, | am not hungry.
Sometimes | eat In late afternoon.

I too thlnk you may be pregnant. Let!s go In here, where | 111}
examine you and tell you some good foods to eat In the morning so
you wlill not feel so slick. I will also explain why It Is
Important to eat well to help yourself ar the baby be strong.
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Dlalogue #2

(Between a nurse and woman who Is probably not pregnant)

BGood Morning. How are you today?
Yery tired and worrled. | am afrald | am pregnant agaln.
Have you mlssed your monthly bleeding?

Yes - It did not come lest month - my belly hurts and I'm always
tlired.

How many chlldren do you have?
| have had elght chlildren, five are still living.
How are your children?

They are troublesome and | worry about them. | don't want to
have another baby.

Are ycu eating well?

| do not feel Ilke eating. | am so worrled about my chlidren.
Has your stomach been upset?

No, but sometimes | feel so hot, |lke | have a fever.

Have you been using anything to stop you from becoming pregnant
agaln?

Yes, | take the pills | buy at the pharmacy every month.

Do you take them every day.

Yes, but | am not sure they are working.

| am not sure that you are pregnant. You may Just have some
slgns because you are too worrled. After | examlne you, | will
send you to the doctor -~ he will be able to tell If you have a

slckness, and he wirl have tests taken to see If you are really
pregnant,
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Dlalogue #3

(Between nurse and woman who Is about 6 months pregnant)

Good Morning. Sit down please. | am golng to ask ycu some
questions so we wiil know you better and help you have a healthy
baby. How are you feelling today?

I feel good.

Can you remember when I+ was you last bled?

Oh, It was at the start of rice harvest.

Sc you are porbably In your 6th month now. Have you felt
movement In your belly?

Some movement at night.

Have you been feellng good since you started to carry this baby?
Yes, | have not been sick at all,

How may children do you have at home?

Four children, one Is my sister's child.

How many times have you had a child In your belly before thls
time?

Six times, two bables dled before they were born and my first
baby - a girl - dled of the fever before she could talk.

Who del fvered your children?

Old tady "Nana®™ In my village dellvered all my children, but she
dled last year. So | came to the ciinlc.

I+ 1Is good you came to the clinic. | am golng to examine you now
and | want you to tell me as much as you remember about your last

pregnancies, what foods you are used to eating, and other things
| need to know to help you dellver a healthy baby.

99
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THE NORMAL PROGRESSION OF PREGNANCY

Introduction:

it 1Is Important for particlpants to recognlize conditions and changes that
occur during normal pregnancles, primarily so they wili be able to
recognize marked devlations from these normal events as potentlally high-
risk situations which require medical Intervention. The goal of thlis
lecturette, therefore Is to enable particlipants to recognize signs and
symptoms of pregnancy and to recognize and describe accurately the
progression of a normal pregnancy.

The attached Information may most helpfully be presenied as a dlalogue of
questions and discusslion points Including:

~ the ldentification of signs and symptoms of pregnancy

- descriptflon of normal welght galn during pregnancy and the
implications of more or less weight galn for maternal and fetal
health (l.e.: much less may cause a very premature and unhealthy
newborn, and much more may suggest underlylng disease, such as
diabetes In the mother, and also cause an unhealthy newborn and
difficult dellvery)

- description of the norral physical changes a pregnant woman should
experience durlng pregnancy

- description of the general stages of fetal development during
gestation

Drawings which Illusfrate the different stages of pregnancy (both of
maternal and fetal growth and change) should be used for this presentation
as well as graphs which Indicate a normal welght gain, wall-charts and any
other posters which Illustrate maternal and fetal growth.
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1. Changes During Pregnancy —

The Uterus

The most obvious change observed in the woman's body
during pregnancy is the increasing size of the abdomen
caused by the enlarging uterus. Over the 40 weeks of preg-
nancy, the weight of the uterus increases from 50 to 60 gto
1000 g. Its capacity increases from 2 to 10 ml to a size
large enough to contain a full-term fetus and a liter of
amniotic fluid.

The uterus of the nonpregnant woman is a small, pear-
shaped muscular organ. It lies in the pelvis, between the
bladder and rectum. In the first weeks of pregnancy, the
uterus enlarges gradually and begins to exert pressure on
the surrounding pelvic organs. Duging this time; women
frequently complain that they have to urinate often.

By the end of the 3rd moath (or 12th week), the growing
uterus has become nearly round in shape. It has become
too large to remain totally in the pelvic cavity. The exam-
iner can feel it in the abdomen as a firm, spherical muscle
just above the pubic bone. As the uterus rises out of the
pelvis, pressure on the bladder is somewhat relieved. At
this stage, the fetus is 6-7 cm long.

By the Sth to 6th month, the uterus ha: risen to the level
of the umbilicus and has become oval. It sometimes leans
or rotates toward the right. The fetus now is 25 to
30 cm long.

Duting the later months of pregnancy, the enlarging
uterus displaces the stomach 2nd intestines and causes the
diaphragm to rise. Préssure on the stomach and intestines
may slow intestinal action and the emptying time of the
stomach. This leads to complaints of indigestion, con-
stipation, and gas pains.

By the 9th month the growing uterus reaches the lower
tip of the sternum. In a woman fregnant for the first im
the fetal head settles into the pelvis about two weeks
before delivery. The uterus drops to the level it had
reached at 8 or 8% months. In a woman who has delivered
previously, this may not occur until labor begins.

[n a normal pregnancy, the growth of the uterus is pre-
dictable, constant, and steady. Failure of the uterus to
grow steadily might indicate that the fetus is dead. A
uterus that is larger than would be expected for that stage
of pregnancy or one that is growing more rapidly than
usual may be due to the presence of more than one fetus,
It may also be caused by such problems as abnormal
growths or an excessive amount of amniotic fiuid.

The nurse or midwife should closely monitor the growth
of the uterus. If the increase in size of the uterus appears to
be abnormal, the woman should be referred to an appro-
priate medical facility.
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9 Months

6 Months

3 Months

1n2
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Changes During Pregnancy—

Breasts and Skin

Breasts

Changes iu the breasts appear early due to increased
amounts of maternal hormones. Usually, the woman first
notices fullness, tenderness, and tingling in the breasts.
Then, by the 2nd month, the breasts become larger. As
more blood is needed, small veins increase in size and
become more visible.

The nipples become more erect and darker. The areola,
the pigmented area around the nipple, becomes darker
and farger. The changes depend on the normal color of the
woman’s skin. The areola becomes dark brown to black in
pregnant women with dark hair or skin, dark pink in
women with fair hair or skin.

In some women, an area of splotchy color, referred to as
a secondary areola, extends beyond the areola; sometimes
it covers almost half the breast. This color may remain as
long as a year after delivery, but in most cases it eventually
fades.

Certain glands of the areola, called Montgomery’s
tubercles, also enlarge. They appear as small nodules.

These glands produce a substance that keeps the nipples
soft.

As early as the 4th month a thin, pale yellow fluid called
colostrum may be expressed from the breasts.

Chloasma, or Mask of Pregnancy
Changes in the amounts of certain hormones cause
increased pigmentation, or color, of the skin during preg-

103
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nancy. On the face, irregular brownish patches may
appear around the eyes and over the cheekbones. This is
called chloasma, or the “mask of pregnancy.” It occurs to
some extent in most women and sometimes is very notice-
able from about the end of the 2nd month until delivery. If

the woman is l:Fset by the coloration, she can be reassured
that it usually disappears after the baby is born.

Linea Nigra

Increased pigmentation is also seen on the abdomen. A
brown line (linea nigra) goes down the center of the abdo-
men from the umbilicus to the pubic bone. It becomes
progressively paler after delivery.

Striae Gravidarum

Tiny scars or stretch marks may appear on the abdomen
as early as 16 wecks. About half of all pregnant women
have some of these marks by the later months of preg-
nancy. They appear less frequently on the breasts and
thighs.

These lines, called striae gravidarum, are due to stretch-
ing of skin that has been softened by maternal hormones.
When fibers in the deeper layers of the skin separate,
bluish pink or purple streaks appezr on the skin surface.
After delivery the marks remain but fade to a silvery white
color that is less noticeable.
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Common Fetal Positions
and Presentations

A safe delivery depends upon the adequacy of the Position
maternal pelvis, the size and position of the fetus and the Position is the relationship between a specific portion of
forces of uterine contraction. If the woman has safely the presenting part and the mother’s pelvis. The portions
delivered one or more full-term infants vaginally, her pel- of the presenting parts commonly used as points of refer-
vis probably is adequate in size and shape. Delivery could ence are: the occiput in a vertex presentation; the chin
be a problem, especially in a first pregnancy, if the woman (mentum) in a face presentation; the sacrum in all breech
is young (under 15 years), very short or has skeletal defor- presentations; and the scapula in a shoulder presentation.
mities. Any woman who has had previous difficult The presenting portion is directed toward either the front
deliveries, cesarean sections, or stillbirths should be (anterior), back (posterior), or side (transverse) of either
referred to a physician. the left or right of the mother’s pelvis. Positions are fre-

quently abbreviated using three initials. The most
frequently occurring position is left occipital transverse
(LOT). In this position the occiput is directed toward the
left side of the mother’s pelvis. Other common and prefer-
able positions are left occipital anterior (LOA) and right
occipital anterior (ROA). In these pasitions, the occiput is
directed toward either thie left or right front of the

The posture of the baby’s body and its position in rela-
tion to the mother’s pelvis also is important. The fetus
needs to be in 2 position that allows it to flex, extend and
rotate as it goes through the pelvis. At all times, the longest
diameter of the fetal head must be in the same direction as
the greatest diameter of the pelvis.

Posture mother’s pelvis.
_ Normally the fetus is curled up in the uterus. The back In left or right posterior occipital positions, the back of ‘
is flexed, and the chin touches the chest. The legs are the fetal skull is directed toward the mother’s back. Fetuses

drawn up, with the knees bent. The arms are at the sides or in these positions frequently rotate durin

) > g labor so they
crossed over the chest. The buttocks are in the top of the deliver in an anterior position. Fetuses may be delivered in
uterus, whereas the head is down with the top portion of a posterior position. However, labor usually is longer and

the back of the head closest to the cervix. In this posture the woman has more discomfort from back pain
and position the fetus fits neatly in tiie uterus and occupies . .
the least space. It isin the best position to cnter and pass Rarely, when the head is the presenting part, it is not
through the pelvis. The baby's position in relation to the fiexed (with chin on chest). In' these cases the presenting
mother’s pelvis is described in terms of its li, presentauon, ~ part will be the brow or face. Most of these fetuses can be
and position. ’ delivered vaginally, but labor is prolonged, the woman
. suffers more pain, and the perineum is more likely to be
Lie . torn during delivery. The infant will have a bruised face
Normally the long axis (the length) of the fetus’ body and will need to be observed closely for respiratory diffi-
lies in the same direction as the mothet’s, with the fetal culties. Such deliveries should take place in a hospital.
head in either the top or bottom of the uterus. This is ) . L
called a longitudinal lie. Tt occurs mose than 99% of the In breech presentations the lic is longitudinal but the
time. Occasionally, the fetus may be lying transverse with head is in the fundus. Breech presentations occur 1 3% to
the head and buttocks in opposite sides of the uterus rather 4% of cases Most often, the buttocks are presenting. the
than in the top or bottom. hips are flexed, and the legs are extended against the body,
. . with the feet touching the face (frank breech). Sometimes
Presentation or Presenting Part the buttocks are presenting and the thighs and legs are
The presenting part is the part of the fetus’ body thatis flexed in a squatting position (complete breech). Other
in position to enter the birth canal first. [t is the part felt variations are with one or both feet or knees presenting
upon a vaginal exam as the cervix dilates. (footling breech). All breech presentations should be deliv-

ered in a hospital.

presenting part. If the head is presenting. it is a cephalic
presentation. If any part of the buttocks is presenting it is
called a breech presentation.

In a transverse lie, the shoulder is the presenting part. ’
This is an obstetric emergency; it is impossible for a fetus
ator near term to enter and pass through the pelvis in this
position. Any pregnant woman suspected of having a
transverse lie should be referred 1o a hospital for delivery.

1 N 6 -630-
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PRENATAL COUNSELLING
Situation:

The scene should one In which a recently married young woman Is belng
"watched”/probed for Wproof of her fertlllty" and signs of pregnancy
(especially by her husband's female relatives). She Isn't sure If she Is
pregnant or not, but hasn't been feeling well lately. She also does not
know what, If any.thing, she needs to do If she is pregnant

Depending on the cultural setting and normative behavior regarding
pregnancy In your country (whether Inquirles about gregnancy would be
expllclt or covert), adapt and create the role play with the following
characters:

- Pregnant and recently married young woman

- Older women In vlllage (perhaps TBA and/or husbard's relatives)--
glving advice and asklng leading questions)

- Female or Male PCY

- Health Worker (Optional)

If women usually bathe or gather to wash clothing at a stream, river or
pubilc tap, this may be the appropriate and typlcal scene for exchange of
personal Information. If another setting Is more approprlate In your
country, adapt the role play accordingly.

The questions which should be asked In preparation for and after this step
ares:

- How can the PCY provide useful advice to pregnant women? What Is the
most effectlve and |lkely forum to share this advice In?

- How 1Is the PCY likely to learn about a woman's pregnancy and can the
PCY (male and/or female) appropriately offer advice?

- Hill the PCVs advice be well~recelved and what can the PCY do to make
the advice more approprlate and acceptable?

- How should the PCV deal with bad advice glven to a woman from a
traditional healer or others In the village?

The advice that should be offered during thls counselling session should
Include Information found in the following pages of thls attachment.
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MATERNAL AND CHILD HEALTH

In  many developing countries a large proportion of chlldren dle before
they reach school age, and meany of those who survive are stunted by
malnutritlon and repeated Infectlons, Not only does the largest
proportion of death and disease occur In childhood In these areas, but an
even larger proportion of +the disease-preventive potential |s durl
g thls perlod, Most prevention must be early In |1fé to be effective.
Thls preventive seffort should begin with the care of pregnancy.

Dlet and Nutrition During Pregnancy and Lactation

In nearly all communltlies, +the mother Is chlefly responsible for care
within the family of Infants ang dependent children, and poor maternal
nutritional status may have serlous consequences for such chlldren. The
nutritional needs of the womarn who Is pregnant or breast-feeding are
greater than at any other time In her | 1fe,

From +the nutritional viewpoint, <the mother's dlet should provide
sufficlent nutrients required to malntaln her and her fetus (unborn baby)
In good health during pregnancy. An adequate dlet provides for the
physical strength necessary during labor and dellvery. After birth, a
good dlet contlnues +to support an adequate flow of breast mjlk without
danger to maternal reserves of various nutrlents, And, finally, good

nutritional hablts are hecessary to malntaln the health of the mother
between pregnancies,

Effects of Inadequate Diet for the Prey.ant Woman
1. The lack of proteln could cause brain damage to the child.
2, The lack of Vitamin A could lead to visual problems for the child.

3. The unborn chlid will take some nutrients from the mother which could
leave her In poor health.

a. The mother!'s teeth and bones will lose thelr hardness because the
baby takes calcium needed for his/her bones and teeth,

b. If the mother does not eat enough body-bullding foods, she may
not be able to produce enough breast milk for her chilld,

C. The mother may become anem!c If the storage of Iron In her body
Is low. The baby will take the Iron he/she needs from her,

110 g3
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Iron* deficlency In the mother before birth can lessen the baby's
supply of lIron after birth so that he or she may become anemic., If
the Infant has an adequete store of Iron bullt up while Inside the
mother, breast mlilk serves as an adequate dlet durlng the flirst four
months. Breast mllk does not supply Iron, however, and therefore the
Infan* wlll need Iron-contalning foods added to hls or her dlet after
four months of |[lfe. The Infant will need iron added to his dlet
during the first four months if the mother did not have enough in her
dlet during pregnancy.

Abortion, mlscarrlage and still-birth occur more often In poorly
nour lshed women. Nutritlional defliclencles Increase the chance that
the baby will be malformed; generally poor dlets of mothers may cause
bables to be born undersized.

Care of the Pregnant Woman Before Birth

Many compllicatlions and deaths of mothers and Infants can be prevented.
Every pregnant mother can protect herself by attending a cilnic for
pregnant women, every month at first, and then every week during the elgth
month when compiications are most |lkely to occur.

imcortant Actlvitles for Care of the Preghant Woman

1.

2.
3.
4.

5.

6.

insure good health of the mother by +treating any illnesses and
offering advice for any dlisorders.

Promote adequate rest and avoldance of exhausting work.
Immunlize her agalnst tetanus.
Assure her adequate food, with vitamins and iron, If needed,

Provide education In health, nutrition, and hyglene for herself, her
unborn child and any other children she may have at home.

Watch for the woman who has a good chance of complications so that
she wlll glive birth In the hospltal.

a, Age: If she Is (1) under 16, (2) over 40, or (3) over 35 and
pregnant “or the flirst time.

b. Hlstory of complicated pregnancles.
~ Caesarlan sectlion or history of long, difflicult labor
- Mlscarrlage, abortlons, stiil=blrths

- Difficulty becoming pregnant

-635-




Sesslon 32, Tralner Attachment 32D
Page 4 of 6

c. [f under five feet tall

d. 1f the baby Is In an abnormal positlon wlthin the mother

e. Hlgh blood pressure

f. Heart trouble or dlabetes

g. Mental Illness

h. Syphlllls, tuberculosis or other infectlions

l. More than 4 to 6 pregnancles

J+ Pregnancles too close together (less than two years between)
Sometimes, unexpected dIfficultlies occur in an apparently normal case, so
all women should know the following danger signs and come to the clinlc or
see a doctor when they appear.

Danger slgns of Pregnancy

- scanty urination or a burning feelling when passing urlne;

- sores or rashes of any kind;

- severe paln In the abdomen;

- chllls and fevers;

- nausea and vomlting after the fifth month of pregnancy;
- vaglinal bleeding or discharge;

- swelllng of face, hands, or feet;

- persistent headache or dizziness;

- blurred vislon;

f'ts or convulslons.

112
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All woment during thelr pregnancy wiil exprlience some minor discomfort from
‘ time to time. Scme common complaints and rellef measures are:

1. Morning Sickness: nausea and vomiting during first few months.

a. Eat small portions of energy foods between meals (dry bread,
biscult, cassava, peanuts).

b, Eat two or three crackers or plece of dry bread Immediately upon
waking.

c. Lle quletly for 20-30 minutes after waking.

d. Dress slowly.

e, In due time, eat regular breakfast.

f. Avold eating foods that do not digest easlly (e.g. fats, olis).

g. Eat a little at a time a number of times durling the day--(not 1
or 2 big meals).

h. Avold foods with strong odor, extremes of temperature, and take
I1qulids and sol1d foods separately.

I. Rest after meals by sitting upright.

2. Heartburn: a burning feeling In the lower chest due to Irritation
caused by gastric Julce golng Into the esophagus (tube taking food to
the stomach).

a. Avold highly seasoned foods, pepper and oll.
b. Use an extra plilow when sleeping.

Q c. Eat small amounts frequently during the day and a |lt+tle before
sleepling.

d. If all falls, take a small amount of antacid (e.g., Milk of
Magneslia).

3. Constlpation: difficult Incomplete or Infrequent movement of the
bowels.

a. Eat plenty of frults (oranges, papaya, bananas, etc.) and raw
vegetables (e.g. carrots, If avallable).

b. Drink pienty of water.

c. Eat plenty of whole gralns |ike cereals, rice, wheat.

d. Exerclse datly (when possible).

4. Narlcose VYelns: abnormally swollen or dllated velns of the leg
caused by lack of muscle tone and Increased pressure durling
pregnancy.

a. Do not stand up for too long a tims.

b. Extend and elevate legs whenever posslibie.

c. If the condition Is severe, rest In bed often and wrap leg
comfertably In an elastic bandage (1f avallable) before getting
out of bed (do not restrict the circulation of blood).

d. Extend and elevate legs whenever possible.

£ .113
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5. Backsche: may be caused by the growing uterus and relaxation of
pelvic Jolints, or may be due to poor posture. Backache Is also an
early sign of labor

a.
bo
C.
do

8.
f.

A good
%pelvic

C.

Get sufflclent rest,

Maintain gcod posture when standing.

Wear low-heeled shoss.

Slesp on a flrm bed--1t may be necessary to put planks under the
matress. *

Squa¥, rather than bend, when attempting to pick somcthing up.

If the backache Is severe, see a doctor.

exerclse to teach mothers for the rellef of lower back paln Is the
rock?, Be sure to demonstrate ¢he exerclse first before askling

mothers to do 1t.

1. Lle on back with knees bent.

2, "Rock™ away hollow In back, tightening abdomen.

3. Relax, arching back.

(May be done on al! fours.)

(Adapted From: Handb ral
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After the cervix is completely dilated, the baby descends
through the mother’s pelvis and is born. This process takes
I5 to 30 minutes in a woman who has previously delivered
and as much as an hour or more in a woman who is deliv-
ering for the first time.

The only certain method of determining when the cervix
is fully dilated is by doing a vaginal exam. Vaginal exams
should never be done unless sterile gloves are used. Even
under sterile conditions the chances for infection are
increased when a vaginal exam is done. Therefore, the
midwife should be able to recognize other signs that the
cervix is dilated. These signs include the following:

® An increas2 in bloody show
® Rupture of the membranes after several hours of labor
¢ [nvoluntary bearing down

o Increased pressure on the rectum and protrusion (push-
ing out) of the anus

© Bulging of the perineum

The delivery of a baby is a normal physiologic process
and most women will deliver spontaneously if left alone.
The midwife’s chief responsibilities are to anticipate and
recognize problems and take precautions to make the birth
safer. Dunng this stage her functions include:

® Preventing infection - .

@ Protecting the mother’s perineum from tearing by
encouraging the slow delivery of the head

o Preventing cord complications
e Clearing the baby’s airway
o Assisting with delivery of the shoulder

Preventing Infection

Infection threatens the mother and infant. This is one
problem the midwife can do much to prevent. The mid-
wife should be sure the place where delivery will occur is
as clean and private as possible. All linens should be
freshly laundered. All equipment such as scissors, basins.
clamps. and cord ties must be boiled for 20 minutes after
the water bubbles and then kept covered.

The woman should be bathed if possible. As delivery
draws near, the woman'’s pubic area. thighs and buttocks
are washed with soap, water. and an antiseptic solution. if
available. The ruidwife should wear sterile gloves. If sterile
gloves are not available the midwife should wash her
hands thoroughly first with soap and water, then with an
antiseptic solution. Her hands should never be put into the
birth canal unless she is wearing sterile gloves.

Protecting the Perinenm

In a normal delivery, the - Jf the descending fetal
head puts increasing pressure on the perineum. The vagina
opens until a circular area of the scalp shows during a con-
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traction. This is called crowning. As the head is crowning

the midwife should place her nght hand on the head with
the fingers spread to restrain sudden expulsion (birth) of

tke head. When the infant’s chin has passed the mother's
coccyx, the midwife should-hold a towel or piece of gauze
firmly under the vulva. This puts pressure on the infant’s

chin and assists in keeping the head flexed.

As the head crowns, the woman will have an almost
uncontrollable urge to push or bear down. She should be
encouraged to take short breaths and not push, because
sudden expulsion of the head or shoulders can cause
severe tearing of the perineum. The head should be
allowed to come out slowly. The midwife's hand controls
this movement.

Preventing Cord Complications

As soon as the head is out, the midwife should immedi-
ately look to see if the umbilical cord is around the neck. If
the cord is present and loose, the midwife can slip it over
the baby’s head. Force should never be used, as a thin cord
can break.

If the cord is tight, or wrapped several times, the mid-
wife may have to quickly clamp or tie it in two places and
cut between the *ies. However, this procedure shc ald be
avoided whenever possible. Cutting the cord stops the
baby’s oxygen supply and fetal distress could result if
delivery of the shoulders is delayed.

Clearing the Baby’s Airway

The next contraction after the birth of the head usually
causes the shoulders to rotate. They move into the ante-
rior-posterior diameter of the outlet of the pelvis. This
c:uses the head, which has been face-down, to turn toward
the side.

During this time. the midwife should wipe the mucus
and any blood and amniotic fluid from the baby's mouth.
The nose and mouth should be cleaned with a suction bulb
or mucus extractor. if available. This will prevent the
mucus from being sucked into the baby’s lungs with the
first breath.

Delivery of the Shoulders

If the baby is not in distress. the shoulders should be
allowed to deliver slowly. Delivery of the shuulders often
occurs spontaneously with the next contractiun. If not. the
head may be gently depressed so that the anterior shoulder
comes under the pubic bone. The arm should never be
pulled out and sirong pressure should never be put on the
arm or shoulder. Furce can cause fractures of the bunes
and damage to the nenes,

After the anterior shoulder is out. the baby’s body may
be gently lifted so the vther shoulder can emerge. This
should be done smouthly and geatly. a5 sudden. strung
raovements could be dangerous.

J15
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12. Delivery of the Placenta

The time during which the placenta detaches itself from
the uterive wall and is expelled, and the following hour are
hazardous times for the mother. The midwife’s most
important task during this period is to recognize and pre-
vent such problems as infection and hemorrhage.

Risk of Infection

The risk of infection is even greater at this time than
during labor and the delivery of the baby. The mother’s
resistance to infection is diminished. The tissues of the
birth canal have been bruised, stretched, and torn, making
it easy for bacteria to invade. The placental site in the
uterus is extremely vulnerable to infection.

Prevention of Hemorrhage

The midwife can assist in preventing hemorrhage by
understanding the normal process of separation of the pla-
centa and by properly maraging the delivery of the
placenta. The placenta normally remains atiached to the
uterus until the birth of the baby. The sudden decrease in
size of the uterine cavity when the baby is born reduces the
size of the area where the placenta is attached. This causes
the placenta to begin to separate from the uterine wall.
Blood accumulates behind the placenta, causing the uterus
torise in the abdomen. As uterine contractions begin, the
placenta becomes ccmpletely detached. It is moved gradu-
ally into the lower segment of the uterus and is expelled
through the vagina.

Most often the fetal surface of the placenta slips through
the opening in the membranes and is the first to appear at
the vaginal opening;: the membranes follow. In this case,
the accumulated blood and clots are not seen until the pla-
centa is expelled: In some cases, one edge of the placenta
slips through the cervix and vagina, and the maternal side
is seen first. When this happens, the blood and clots escape
as the placenta is being expelled. Which side of the pla-
centa is delivered first is not important. The main concern
is that all parts of the placenta and membranes are
expelled.

By close observation and careful management, the mid-
wife can help to insure that there is not excessive blood
loss during this time. Fmmediately after the birth of the
baby, the uterus should be palpated for consisteney and
Jecation. As long as it is very firm and no higher than the
umbilicus, no action is needed except to continue to watch
for signs of excessive bleeding, At frequent intervals, she
should place her hand lightly on the abdomen to make
certain the uterine muscle remains firm. The midwife
should make no attempt to remove the placenta before it
separates. She should not massage or push on the uterus or
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pull on the cord. Signs that the placenta is separating can
usually be noted with 1 to 5 minutes. These are:

(1) 3010 60 cc of blood gushes from the vagina.

(2) The uterus rises in the abdomen. It Should be firm.
A soft, rising uterus indicates that blood is accumu.-
lating in the uterus.

() A longer portion of the cord becomes visible.

In some societies women traditionally give birth in a
squatting position. In this position gravity aids in the
descent of the placenta through the cervix and vagina,
However, if the woman is lying on her back, the midwife
may need to assist by gently pushirg down and back on
the firmly contracted uterus with one hand. The other
band is placed at the vaginal opening to receive the pla-
centa. THE MiDWIFE SHOULD NEVER PUSH ON A
UTERUS THAT IS RELAXED AND SOFT. SHE
SHOULD NEVER PUSH WITH FORCE ON ANY
UTERUS.

As the placenta begins to emerge, the midwife should
support it with both hands or 2 basin. This prevents sud-
cen tension on the membranes which might tear them
before they are entirely separated. The placenta may be
pulled up gently and the membranes twisted as they come
out. Al portions of the membranes must be expelled. A
careful exam of the placenta and membranes should be
done immediately to be sure they are normal and com-
plete and that no portion remains in the uterus,

Examination of the Placenta

The placenta should be firm and a dark blue-red. The
cord should be examined for the presence of three vessels,
one larger vein and two smaller arteries. If only one artery
is found, the chance that the baby will have some abnor-
mality is increased.

The midwife should separate and carcfully inspect the
two layers of membranes to determine that there are no
missing pieces. She should note that their size is sufficient
to have contained the fetus and amniotic fluid. Holding
the placenta flat with the fetal side and the cord in the
hands and the maternal side up, the midwife notes
whether all sections fit together. If any piece of the pla-
centa is missing, the woman should be referred for medical
care. Any placental tissue remaining in the uterus may
cause bleeding immediately by preventing the uterus from
contracting. It also may cause bleeding or infection later.
Any woman who has retained fragments of placenta or
membranes should have medical attention as soon as pos-
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FIVE ESSENTIAL STEPS TO FOLLOW DURING THE BABY'S BIRTH

There are five essential steps to follow during tne birth of

the baby :

1- Take hygien precautions : hands should be washed once more 3 Ask the TBAs to repeat
washlghe woman's perineum. There should be a clean mat or bed the five steps.

and linen.

2- Wait until the woman feels the need to push so that the uterus®

is- completely opened.

3- Help the baby to come into the world : Explain and demonstra-
Support the perinewa with a cloth and your hand. Hold the baby's te at the same time.
head in order to make it come out slowly. Once the head has come

out, make sure that the cord is not wrapped around the neck. Relea-

se the shoulders, one after the other.

4. Clear the respiratory tract of the baby so that he/she can breathe

This can be dore as follows :

- When oniy the head has come out and when the baby's body is still

in the vagina ov,

- ¥hen the baby is born, by holding the head down or extending it between
the mother's legs.

The respiratory tract can be cleared in the
following manner :
- with a piece of -material wrapped around the
finger (bandage from the kit)
- in sucking the mouth and the nose ~f the ba-
by with your mouth.
- in using a bulb to suction the new born
- in using a small plastic tube to suction
the baby.

Al1 this must be done before :

5. Tying and cutting the cord

Wait until the cord is not beating any more.
(the color changes from blue to a whitish co-
Jor). The blood does not flow any more,

Tie the cord with a clean thread in two areas.
Cut between the two bindings.

The razor blade must be new and just sterili-
zed. A sterilized knife or scisors which have
beeg boiled in water can be used to cut the
cord.

Put a bandage (at the maternity clinic, banda-
ges are no longer used). However, at the villa
ge, the wound that the cord left should be iso
lated from dust and soil.

In brief, there are five essential steps to
make during the baby's birth @

1. take hygien precautions
2. wait until the woman pushes
3. hold the perineum, help the baby
117 _ to come out slowly

’ ‘4, help the baby to breathe

5. bind and cut the cord in a clear
-641- fashion




TOTAL TIME

OVERVIEW

OBJECTIVES ®

Sesslon 33
HIGH RISK FREGNANCY

2 hours

In the previous sesslon participants {earned
the sligns and symptoms of pregnancy, +to
recognize the normal course of pregnancy and to
provide counselilng for +the routine needs and
common complailnts of pregnancy. In this
sesslon, particlpants become famillar with
traditional bellefs and practices related to
behavlors durlng pregnancy and childblirth and
the Impllicatlions of these for management of

"comp! Icatlons and problems during this time.

Particlpants also learn to recognlze some
Important compllcatlons of pregnancy and when
and how to refer a vioman for further medlcal
care. Particlpants will also become famllilar
with some of the potentlial problems In the
del Ivery sltuatilon and how to respond
appropriately to compllications of chlldbirth
and the Immediate postpartum perlod.

To 1lst +traditional practices and bellefs
related to pregnancy and childbirth -~
especlally those which address or explaln
compl Icatlons and problems of pregnancy and
childblrth.

(Step 1)

To recognize and describe some Important
compl Icatlons of pregnancy and thelr management
and referral.

(Steps 2-4)

RESOURCES - unlty Culture and Care
- ¥Where There !s No Doctor (Chapter 19)

Tralner Attachments:
- 33A Examples of Tradlitlonal Practices and
Bellefs Related To Pregnancy
- 338 Causes of Hlgh RIsk Pregnancy
- 33C Danger Signs Durling Pregnancy
- 33D Role Piay
- 33 Compllications During Labor  and
Del tvery
-~ 33F Crlitlica! Incldent
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MATERIALS Newsprint, markers, plctures, dlagrams, sllde
show/fiim {(If avallable) on normal labor and
dellvery and postpartum care, props for role
play (see Tralner Attachment 33D for detalls).

Tralner Note
In preparation for thls sesslon, the tralner should:

- revliew rellable country informatlon regarding the
tradltional bellefs and practices related to pregnancy and
chlldbirth

- gather Informatlon regarding the kinds and levels of
cooperatlon/coordlnation ongoing betwren +tradltional birth
attendants and medlical faclllties and personnei. (See also
Sesslon 6 (Health Care Dellvery Systems) for Information on
the referral system and tradltlonal practitioners.)

Additlonally, the +tralner should meet with MCH personnel regardling
the maternal death rate and leading causes of morbldity and
pregnancy complications In the country or reglon o7 tralning. If,
for example, pelvic Inflamnatory dlsease (PID) Is common, ectopic
pregnancy rates would be expected to be hlgher and speclal
attention should be glven to this toplc In thls session. Other
kinds of health Issues which vary In different populations and
cultures and have an Important impact on problems related to
pregnancy Include: the avallablllty of famlly planning methods
(Insofar as It effects the frequency of pregnancles), the Incldence
of venereal dlseases, Sickle Cell disease, TB, Malarla, twlinning
rates, the legallty of abortion, etc.. The sesslon should be
adapted to be sure that emphasls Is glven to the speclal problems
In speciflc countrles.

Prlor tc +this sesslon, the +tralner should also ask flve or six
volunteers +to assist In (a) a minl-lecturette on high-risk
pregnancy for Step 2 and (b) a role play for Step 3 . See Tralner
Attachments 33B, 33C and 33E for detalls.

Step 1 Tradltional Bellefs Related To Pregnancy
(20 min)

Ask particlpants +to share Information or first-
hand exper lence regarding reproductlve or
pregnancy-related beilefs and practices In the
vlilage.
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Have another participant record the practices
and bellefs on newsprint and discuss any
lmplicatlons these bellefs and practices have
for the development of high risk pr-gnancles.
For the traditional health practitioner,
discuss comnunity response to the development
of complicatlions In pregnancy or dellvery and
poor obutcome in the newborn.

Tralner Note

If participants have had |ittle village experience, be prepared to
give a brlef presentatlon on vlilage practices and bellefs on
reproduction, pregnancy and dellvery. If natlonals or counterparts
are present, meet with them before thls sesslon and ask them to
glve the presentatlon with your asslstance. Refer to Tralner
Attachment 33A for the kinds of Information to be shared and the
general reasoning of the presentation.

To start off +the dlIscussion you may want to give the example In
Tralner Atvachment 33A (Examples of Tradltlonal Practices and
Beliefs Related to Pregnancy). Another example to use may be the
fact that a spontaneous abortion, prolonged or obstructed labor or
birth defect of +the newborn may not be treated as a medical
emergency but may be ®blamed® on the woman and seen as " just
punishment® for her dlIsobedlence of some taboo, etc. If this Is
the case In your country, It may be Important and valuable to
discuss the participant's -wtional responses to these hypothetlcal
sltuations and how to constructively work wlith +the dIfferent
interpretations of the situation.

Ba sensitive to the cultural values regarding the discusslon of
reproduction and pregnancy In a mixed gender group. If
nat lonals/counterpaits are present and discussion of these Issues
Is Inappropriate In a mixed group, have the group divide Into
single-gendor groups for discussion and reconvene later. Be alert
to any discomfort which this toplc may evoke and handle It as
openly as possible. Also use It as an opportunity to discuss how
dialogue can proceed In ‘the village settling.
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Step 2
(30 min)

Session 33, Page 4

ldentifylng High RIsk Pregnancles

Based on the foregoing discusslon and the
Incldence of speclific pregnancy complications In
your country, select the most frequent and most
ser lous pregnancy, dellvery or post-partum
complication(s) and glve a 15 minute minj~
lecturette on It and how to refer a suspected case
for further medical care In a village settIng.
Base the lecturette on Information from Tralner
Attachments 33B and 33C. In glving the
presentation, eliclt as much Information as
possible from the group.

After the lecturette, ask +the group to think of
other compllcations or danger signs they know of
wvhich they +think require referral, Ask an
Individual from the group to record these on
newsprint. After they've shared thelr Ideas, post
the newsprint |Ist of danger signs and diseases
prepared prlor to thls sesslon from Tralner
Attachment 33B and review It with the group. Be
sure you are thoroughly famlllar with the sians
and dlseases so you can answer questlons as they
arlse, or Invite an Informed natlonal health
professional to assist you In this step.

Tralner Note

Prior to thls step, write the llst of danger sligns of pregnancy
from Tralner  Attachment 33B  on newsprint for posting and

discussion.,

Step 3
(15 min)

Role Play

Ask the preseiected particlpants to conduct the
role play demonstrating a del Ivery wlth compli-
catlons based on Tralner Attachment 33D and 33E.

Instruct the group to watch the skit closely,
observing the behaviors of all Involved, and
taking notes If necessary so they can dlscuss I+
afterwards.,

Be sure the participants have had a chance to rehearse or plan

Tralner Note

|
advance and that you have developed a |Ist of questions to ask ?ﬁg//
group after the role play.
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Step 4 Role Play Analysls

(20 min)
Ask someone from the group to describe what
happened in the role play and have other
participants discuss what they saw. After the
"audience™ has done thls, ask the role players to
clarify any questlons or misunderstandings about
what occurred and have them describe both the
TBA's errors In managing the delivery and the
physlical complications they were portraying.
Base other role play processing questions on the
content of the role play and the specific problems
In the delivery scene which the participants
enacted.

Step 5 Closure

(25 min)

Adapt the critical incident found in Traliner
Attachment 33F and read It to the group. After
the reading faclilitate a discussion of the
critical Incident. Address these questions to the
participantss

- Objectively what happened In this situation?

~ Could you relate to the Volunteers reactions
and feelings? How would you have reacted?

- Could you understand the host country
national's feelings and behavior? Why did he
react that way?

- How 1Is childbirth and pregnancy regarded In
this culture?

- What will you have to do differently given the

cultural bel lefs/attitudes/traditions sur-
rounding pregnancy and childbirth iIn +this
culture?

Trainer Note

You shouzid adapt the critical Incident to local cultures and

Include Indications of high risk pregnancy and complications at
delivery. During the discussion, participants should be encouraged
to ‘'~corporate the knowledge they have gained on care for normal
and high risk pregnancies and how this Information may prove useful
In developing program activities to Improve maternal health.
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EXAMPLES OF TRADITIONAL PRACTICES AND BELIEFS RELATED TO PREGNANCY

Among the Mende, the fear of witches, Juju curses, and other supernatural
activities Is wldespread and It Is belleved that certaln precautionary
measures must be taken to safeguard the mother and fetus against them. One
purveyor of such notlons Is the TBA. Most of the pregnancy-reiated codes
of conduct are based on the idea that the child In the womb imitates its
mother and can be affected in Its development by forces acting in or on
the mother. Some of the taboos and the Justificatlons given for them are
as follows:

Beans (and other vine plants) causes strangulation by the cord

Cassava tuber causes the cord stump to take too
long In dropping off

Coconut milk causes postpartum haemorage

Eggs causes Infant asphyxia and varlous
other problems, as the egg Is the
unborn chlld of the chicken, which
Is a sacred blrd for the Mende;
therefore, reprisal- may be taken
against one's own chlld.

Fish causes worms In newborn bables and
pregnant women, which may lead In
4turn to M"unclean stomach"™ and
dlarrhoea

Eggplant causes thrush or skin dlsease In
the newborn

Plantaln or banana causes prolapsed cord, sunken
fontanelle, retalned placenta, and
constipation In the mother

1 Plenty of fresh fruilt, rice, and palm oll are encouraged as part of
the pregnant woman's dlet.




Practices to be avolded
during pregnancy

Standing In the doorway

Standing with arms crossed
over breast

Sleeping too much and not
mov Ing about

Golng halfway on any Journey
and then returning to place
of orgin

Washing heavy clothing

Lifting heavy loads

Intercourse after sixth month
of pregnancy

Extramarital intercourse

Dreaming of extramarital
Intercourse

Talking about unborn child or
mak Ing preparation for Its
arrival (purchasing clothes,
makIng layette, etc.).
WearIng new clothes during
pregnancy.,

Sitting on the edge of a
wooden bed

Spl it+ting wood

Fishing too long

Planting rice

Drirking leftover (stale) water

Engaging In antisoclal behavliour,
e.g., arguing with co-wlves,
friends, husband, or other
contacts

Wearing a brasslere or tossing
one's lappa (sarong-type skirt)
around neck

Bathing at night

Walking about at night without
protectlion of a stone or
knife tled In corner of lappa

Resting In an easy chalr or
hammock

Standing at crossroads

Sesslon 33, Tralner Attachment 33A
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Reason
causes obstructed labour

causes obstructed |abour

causes uterine Inertlia and dul|
chlid

causes prolonged and difficult
labour

cause abortion

cause various problems by drawing
attention of witches who may use
vords or articles as vehlicle for
evll curses

causes sunken fontanelle
cause prematurlty

causes varlous problems by drawing
evil spirlts and creating
potential for curse o be Invoked

causes nuchal cord

cause fetal abnormalitles since
these practices wlll draw evil
spirits

causes face presentation

causes tranverse lle and dlfficult
labour
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The above are Ilsted here as examples only of the kinds of bellefs and
practices which may be relsvant to share on tradltlonal bellefs and
practices about pregnancy and chllidbirth. The Implicatlions of these kinds
of bellefs for care and potential high-risk pregnancy/del Ivery deve!opment
should be discussed In depth. For example, since eating eggs and flish are
belleved to cause negative outcomes In the culture referred to abovs,
women are supposed to avold these foods. 1f these are the primary sourcas
of protelin In the local dlet, alternative sources may be difficult to find
and severe anemia may therefore be a more frequent complication of
pregnancy In thils area.

(From: WHO Public Health Paper #75. "The Traditlonal Blrth Attendant In
Seven Countrles: Case Studies in Utllizatlion and Tralning." 1981.)

L

-651-




Sesslon 33, Tralner Attachment 33B
Page 1 of 2

CAUSES OF HIGH RISK PREGNANCY
Examples of danger slgns durlng pregnancy and dlseases whlch can be
exacerbated durling pregnancy are:

1. History of Dlseases, such as TB, Dlabetes, Venereal Dlsease, Heart
Disease, other major 1llness.

2. Hlstory of Mliscarriages, Abortions, bleeding, Toxemia, dlfflcult
dellvery, stiil=births or neonatal deaths.

3. Age - under 17 and over 35,

4. Helght under 5 feet.

5. Malnutrition (or overwelght)

6. Abnormal welght galn (not enough or greater than 5 |b/mo.)
7. Blood pressure over 130/80 (or perslstant headaches)

8. Any complaints of:

Spots before eyes
Dlzzlness Indicate pre-eclampsla

Sgﬂ:?sigﬂim;EZLm?ﬁ;? may Indlcate abortlon or ectoplc pregnancy
cramplng
9. Anemla (pale conjunctiva, pale flngernalls, fatlgue)
10. Edema (swelllng of face, hands or feet)
11, Abnormal bleeding: sllght or excessive
12. Abnormal size or shape of Uterus (multiple birth, other complications)
13. Abnormal Presentatlon (e.g. breech, transverse)
14. Abnormal Urlne Test (presence of protein (Aibumen), presence of sugar)
15. Ectoplc Pregnancy
16. Infectlon after Induced abortion
17. Sickle Cell Dlsease
18. Malarla
19. Fetal Death (often Indicated by lack of fetal movement or by bleeding)

20. Pre-eclampslia or Eclampsla
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For further Informatlion see the following reference materlals:
Practical Mother and Child Health In Developling Countries
Yhere There Is No Doctor
Handbook for Health Personnel In Rural Liberla
Home Nursing Textbook, ("Emergency Dellvery").

I'l. Tralner should make the followling points to participants:

- Danger Signs/Complications should always be handled by medlical
personne| (e.g. a doctor, nurse, trained midwife). Therefore
general Ists should always refer such cases.

- In case of doubt regarding signs/symptoms/treatment, a nurse should
obtaln a second oplinion or refer the patlent.

- In a clinical setting, generalists should primarily play the role of
providers. of health educatlon, e.g. as a follow-up to the prenatal
exam. However, additlonal functions may be carried out (e.g.
measuring welght, helght). More complicated precedures should not
be undertaken unless adequate tralning has been provlided.
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DANGER SIGNS DURING PREGNANCY

Signs that Indicate Pregnant Woman
Should Report to Clinic, Midwife, or Physician

Vaginal bleeding

Sudden escape of amniotic fluid
Abdominal pain

Persistent vomiting

Chills and fever

Sudden increase in abdominal size
Sudden weight gain

Swelling of hands, face, or feet
Severc, continuous headache

} Signs of Toxemia
Blurring of vision or spots before eyes

While pregnancy and childbirth are normal phys-
iological processes, they are periods of stress and risk to the
mother and infant. The three most frequent causes of
death during pregnancy and childbirth are hemorrhage,
infection, and toxemia of pregnancy.

Hemorrhage, or excessive bleeding, is a sign of a serious
problem when it occurs at any time during pregnancy. Two
common causes of bleeding in the last 3 months of preg-
nancy are placenta previa and premature separation of the
placenta.

Placenta Previa
Normally the placenta is attached to the lining of the

uterus in the upper portion of the uterus. Occasionally the

lacenta is implanted in the lower part of the uterus. This
i1s called placenta previa, which means that the placenta is
in front of the fetus. The placenta may completely cover
the internal os (the opening of the cervix), partially cover
it, or adjoin, but not cover, any part of the os.

Placenta previa usually begins to cause problems in the
last weeks of pregnancy or at the beginning of labor, when
the cervix softens, effaces (thins), and begins to - ilate. As
these changes occur, the placenta is pulled loose, and
bleeding results. The more completely the placenta covers
the cervical os, the earlier bleeding occurs. If the placenta
only adjoins rather than covers the cervix, bleeding may
not occur until labor begins.

Placenta previa occurs most frequently in women who
have had several previous pregnancies, especially when
they have been in rapid succession. However, it should be
suspected any time a woman has painless vaginal bleeding
without any other apparent cause in the latter months of
pregnancy. Often the woman notices th< dleeding when
she awakens or goes to the bathroom. The bleeding fre-
quently stops spontaneously, but then recurs. Each time it
occurs, the bleeding becomes more severe.

Placenta previa is dangerous for both the mcther and
the fetus. If bleeding is severe, the mother suffers from the
blood loss and may go into shock. Because the placenta is
in the lower portion of the uterus where the presenting
part should be, the fetus may be forced into an abnormal
position or presentation. Rupture of the uterus is possible
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because the uterine muscle is weakened. After delivery,
women who have had placenta previa are more likely to
have postpartum hemorrhage and infection. The fetus is at
high risk. When the placenta detaches, the fetus loses its
source of oxygen. Lack of oxygen is a common cause of
fetal death.

Any woman who bleeds while in the last trimester of
pregnancy or during labor should be referred immediately
to a hospital for evaluation and care. Safe diagnosis of the

-condition requires special equipment such as x-ray and

ultrasound. The nurse or midwife should never perform a
vaginal or rectai exam on any woman with painless vaginal
bleeding. If the bleeding is caused by placenta previa, the
examining finger could penetrate the placenta resulting in
massive hemorrhage.

Premature Separation of the Placenta

Another cause of bleeding during the last months of
pregnancy or during labor is the separation of a normally
implanted placenta from the uterine wall before delivery
of the baby. Although the exact cause is not known, pre-
mature separation of the placenta occurs more frequently
in women who have elevated blood pressure, especially
when associated with toxemia of pregnancy.

Either a very small portion of the placenta or the entire
placenta may detach. Signs and symptoms vary with the
amount of detachment and the location of the detached
area. Usually, some blood escapes between the membranes
and uterus, appearing as vaginal bleeding. Less often, the

blood m=), .2main trapped between the detached portion
of the placenta and the uterus. In such cases, no vaginal

bleeding is noted, even though the woman may be losing

*large amounts of blood.

In all cases, the woman will have cramping abdominal
pain, which should not be confused with normal labor con-
tractions. When premature separation of the placenta has
occurred, the uterus remains continually tense and hard,
rather than alternately contracting and relaxing as it does
during labor. When the hemorrhage is concealed, it is dif-
ficult to palpate the fetal outline because of the tenseness
of the uterine muscle. If detachment is severe, fetal heart
tones are absent, as the fetus has died from lack of oxygen.
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Symptoms of shock may be present if blood loss has
been excessive. Signs of shock {nclude abnormally low
blood pressure, rapid pulse, pallor. and apprehension.

Any woman in labor or late pregnancy who displays
symptoms of premature separation of the placenta should
be transferred immediately to a hospital. Meanwhile she
should be kept quiet and warm.

Danger Signs During Pregnancy: Third Trimester Bleeding

Placenta Previa

Premature Separation
of Piacenta

Uterus with Fetus and
Normally Implanted Placenta
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7. Danger Signs During Pregnancy—

Toxemia

One of the most serious problems that occur during
pregnancy is toxemia or preeclampsia. A condition specific
to pregnancy, preeclainpsia is characterized by a sharp
increase in blood pressure, edema (swelling), sudden
excessive weight gain, and protein in the urine. It can
occur in the last three months of pregnancy, during labor,
or'in the first few hours after delivery. The exact cause of
the condition is stili not understood.

Toxemia of pregnancy can be identified early in the
milder stages, before the condition becomes life threat-
ening. The first sign of the problem usually is a weight gain
of more than 1 kg per week or 3 kg per month during the
last three months of pregnancy. Also, there probably will
be some edema (swelling). Swelling of the feet, which
tends to disappear overnight with rest, is very common
during a normal pregnancy. However, swelling of the
upper parts of the body such as the hands and face should
alert the midwife to consider that toxemia may be the
cause. The woman may have noted that her ring is tight on
the finger or that her eyes are “puffy.”

Another sign of toxemia is a sharp increase in blood
pressure above the previous levels during pregnancy. An
increase of 30 mm Hg systolic or 15 mm Hg diastolic is
considered significant.

Protein or albumin in the urine is another important
sign of toxemia. This finding is one that often does not
appear until the condition has become advanced and
severe.

Pregnant women with any of these signs should be
under medical supervision. Toxemia can develop rapidly
from a mild condition, with slightly elevated blood pres-
sure, mild edema and slight weight gain, to a serious
problem with very high blood pressure and severe edema,
It can become so severe that it results in convulsions and
coma. When this occurs, it is called eclampsia. Eclampsia
is a life-threatening situation for mother and infant.

Signs that the condition is becoming more severe
include the following:

® Sharp increase in blood pressure

® Exaggerated reflexes

® Epigastric pain (pain in the upper middle region of

the abdomen)

© Visual disturbances such as spots before the eyes

© Dizziness

® Drowsiness

@ Severe headache

® Decreased urinary output

A woman with these symptoms is in serious danger. She
should be sent to a hospital immediately.

Preveniion and Detection

To lessen the dangérs of toxemia of pregnancy, prenatal
care is essential. All pregnant women, but especially those
considered to be at high risk for toxemia, should report to
the local doctor, midwife, or community health worker for
regular prenatal visits. High-risk women include the
following:

© those vho are pregnant for the first time

® those who are under 20 years of age

@ those who are malnourished

® those who are pre_.ant with more than one fetus

@ those who have a history of heart disease, diabetes, or
elevated blood pressure

At each prenatal visit, the woman’s weight and blood
pressure should be measured and her urine examined for
presence of albumin. The woman should be observed for
tae presence of edema. She should be asked about the
other signs of preeclampsia such as visual disturbances,
headaches, and epigastric pain. If the woman has a slight
elevation of blood pressure (an increase less than 30 mm
Hg systolic or 15 mm Hg diastolic) she should be instructed
to restrict her activity, to stay in bed if possible, and to eat
a diet high in protein. If the blood pressure increase
exceeds those levels or if other symptoms are present, the
woman should be referred for medical management.

Malnourished women are more susceptible to pre-
eclampsia. Health education to improve dietary habits in
the population can help to lessen the incidence of the
problem. The midwife should be aware of the local foods
that are high in protein, relatively inexpensive, and readily
available.
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Toxemia of Pregnancy

Edema

3yl Sudden
{ Weight Gain

(From: Ross Laboratorles)
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ROLE PLAY/SKIT

Ask three or four particlpants to develop a role play/skit on chi!dbirth
In which both the dellvery Itself Is problematic and the blirth attendant
uses probiematic techniques and non-sterile methods In dellvering the
baby.

No resolutlon to the problems presented In the role play need to be
offered, Just a reallstic portrayal of the problems. The ™task" of the
audlence wlll be to Identify and resoive the problems as best they can.

Roles: Mother. This woman should of some speclfled age which should
be told to the audlence. The number of children she
has and her relevant medlcal/obstetrical history
should be shared with the audlence also.

Traditlional This woman (or women) should be attlired tradition-

Birth ally and should have props which represent her as a

Attendants village TBA. !f they are tralned In your country,
she may be fralned.

Other Depending on the typlcal famlly structure In your
Support country, thls person may be the maternal or
Person(s) fraternal grandmother of the baby-to~be, a co-wlfe

of the pregnant woman In labor, a slster of the
pregnant woman, the husband, another TBA, etc. Make
It as reallstlc as posslible.

Optlonal. This person may asslst In the role play planning or
be a narrator, etc.
Suggestions for the Role Play

Present a reallstic countfry-specliflc sltuation In which the TBA Is
engaging In unrecommended procedures such as:

- attempting to hurry dellvery by roughly pushing on the mother!s belly

- cutting the umblllcal cord with an old palr of scissors or rusty
razor blade that has not been cleaned

- putting cow dung or some Julce, wet olntment, etc., on the stub of
the umblilcal cord, etc.

- Add countfry-speclific sltuatlions that make the skt reallstic.

You may also want to present reallstlic compllicatlions of chlldbirth such
as: premature labor occurring In the fleld while farming, breech
presentation of +wins, profuse bleeding after dellvery, prolonged labor
that has gone on for over 24 hours, the mother beglins having unllateral
(one-slded) paln and a fever and cramps early In the first 12 weeks of
pregnancy (indicating a possible ectoplc pregnancy), etc. Refer to
Tralner Attachment 33E for Information on complicatlons during labor and
del lvery. You should Incorporate this Informatlon In your skit.
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COMPL ICATIONS DURING LABOR AND DEL|VYERY

Signs of Fetal Distress

1. Variations in rate of fetal heart tones
2. Excessive fetal movements
3. Meconium stained amniotic fluid

Danger Signs in the Mother
1. Fever

2. Increased pulse rate and/or decreased blood
pressure

Increased blood pressure

Headache, dizziness, vomiting

Very fast, deep bréathing (hyperventilation)
Increasing apprehension

Vaginal bleeding

. Distended bladder

. Abnormal presentation or position of fetus
10. Prolapse of the umbilical cord

11. Abnormal utesine action

I RN NV A

' 12. Prolonged or arrested labor

Multiple Pregnancy

Labor is a normal process and most women will go
through the experience safely and deliver healthy babies.
However, risks are involved. By anticipating possible prob-
lems and recognizing them early, the midwife can make
labor and delivery safer.

She should be aware of the normal variations in the
process of labor and of those signs that labor is not pro-
gressing normally. She should know the signs that indicate
the mother’s or infant’s safety is threatened.

Signs of Fetal Distress

\. Variations in Rate of Fetal Heart Tones. Fetal heart rates
that are faster than 160 per minute, slower than 120 per
minute, or a rate that significantly changes are signs of
fetal distress.

2. Excessive Fetal Movements. Fetal movements are a
positive sign that the fetus is alive. However. a notice-
able increase in movements, especially if accompanied
by changes in fetal heart rates or the presence of meco-
nium in the amniotic fluid. is a sign of fetal distress.

3. Meconium-stained Amniotic Fluid. Meconium is the
dark green sticky substance that normally is in the
intestine of the fetus. Normally, meconium is passed as
the first stool of the newbom. However. the fetus who
lacks enough oxygen may pass meconium while still in
the uterus. The meconium mixes with the normally
clear amniotic fluid, giving it a light yellow-green to

Da
l
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dark green color. Meconium-stained amniotic fluid in a
fetus whose head.s presenting is always a sign of fetal
distress. However, if the fetus is in a bresch position, it
is not unusual for some meconium to be forced out of
the fetus’ body by pressure of the uterine contractions.

nger Signs in the Mother

. Fever. A slightly clevated temperature may be caused

by lack of adequate fluids. A higher temperature or
fever that persists may mean an infection is present.

. Increased Pulse Rate (Over 100 per Minute) and/or

Decreased Blood Pressure. These could indicate
bleeding.

. Increased Blood Pressure. A blood pressure over

140/90 is a sign of toxemia. A rise of 30 mm Hg or
more of systolic pressure or a rise of 15 mm Hg in dia-
stolic pressure over previous readings is equally
significant.

. Headache, Dizziness, or Vomiting. These signs indicate

serious danger of eclampsia, especially if accompanied
by increasing blood pressure.

. Very Fast, Deep Breathing. A woman in labor may

respond to her increasing discomfort and apprehen-
sion by rapid, deep breathing. This causes chemical
changes in the body that can be harmful to both
mother and fetus. These changes cause the woman to
feel tingling and numbness in her hands and feet. She
should be encouraged to slow her breathing. Breathing
into a paper bag 0 she takes in the same air again will
help relieve the probiem.

. Increasing Apprehension. The woman's fecling that

“all is not right” may be a sign of difficulty in labor.

. Vaginal Bleeding. Any vaginal bleeding more severe

than the pink-tinged bloody show is a sign of a serious
problem. It can be caused by placenta previa, pre-
mature separation of the placenta, or ruptured uterus,

. Distended Bladder. Distention of the urinary bladder is

a common avoidable problem during labor. Because
the woman in labor is already feeling pressure anc dis-
comfort in her lower abdomen, she may not recognize
the need to pass urine. A distended bladder adds to
the woman's discomfort. It can also interfers with the
descent of the fetal head and inhibit utenne con-
tractions. The midwife can prevent this problem by
encouraging the woman to empty her bladder every 2
to 3 hours during labor. The midwife also should
observe and palpate the lower abdomen to detect a
distended bladder. A full bladder can be felt as a sof;
swelling over the pubic area.

. Abnormal Presentation or Position of the Fetus. In

breech, face, or transverse presentations, labor and
delivery will be complicated. In all such cases the
woman should be referred to a hospital.
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10. Prolapse of the Umbilical Cord. An umbilical cord on a

level with or below the presenting part of the fetus can
become pressed between the presenting part and the
birth canal. The pressure can close off the blood iiow
in the cord. This prevents the fetus from receiving aue-
quate oxygen. If the cord protrudes from the vagina,
chilling can cause spasms of the blood vessels which
decrease the blood flow and oxygen supply to the
fetus.

A prolapsed cord is more likely to occur when the
membranes rupture before the presenting part enters
the pelvic inlet. Prolapsed cord can be expected more
frequently in the following cases: breech presentation,
very small fetus, excessive amniotic fluid, or multiple
gestation, such as twins or triplets. The possibility of
prolapsed cord should be suspected when signs of fetal
distress, such as changes in the fetal heart rate or
meconium staining of amniotic fluid, occur, Some-
times the cord can be feltin the vagina or scen
protruding outside the vulva,

Any pressure on the cord must be relieved immedi-
ately: otherwise the fetus will die from lack of oxygen.
The mother should be placed in knee-chest position
(on her knees and elbows, with her face and chest
touching the bed) or on her side with pillows under
her hips. If the cord is outside the vulva, it should be
gently placed in the vagina. The midwife should not
try to replace it in the uterus. Until the woman reaches
a hospital, she must be kept in a position so the pre-
senting part of the fetus is elevated.

134

-662-

Sesslon 33, Tralner Attachment 33E
Page 2 of 7

11 Abnormal Uterine Action. Early uterine con*ractions

usually are mild, with the uterine muscle becoming
firm, hut not hard. They may occur as far apart as 40
to 45 minutes when measured from the beginning of
one to the beginning of the next. At this point, con-
tractions rarely last longer thar. 30 seconds.

As labor progresses the contractions become stronger
and more frequent and last longer. When delivery is
near, contractions may come as often as every 2 fo

3 minutes and last 60 seconds. During a strong con-
traction, the uterus rises noticcably, and the muscle
becomes so hard that the examining fingers cannot
indent it. Normally, the uterus relaxes between
contractions,

Two kinds of abnormal uterine action signal danger;
Contractions that remain short and infrequent and con-
tractions that last 100 long or occur 100 Jrequently.

Contractions that remain short,irregular, zad
infrequent do not bring about delivery of the baby.
The mother becomes exhausted, and no progress in
labor is made. Such abnormal uterine ac.ion may be
caused by an overdistended uterus, an abnormal fetal
position, or a pelvis that is not adequate to deliver a
fetus of that size. The reason fos the short, irregular
contractions needs to be investigated.

Contractions that last longer than 70 seconds or come
closer than every 2 minutes are dangerous for the
fetus. When the uterus is contracted, the oxygen sup-
plyto the fetus is decreased. Very long, hard, frequent
contractions also can lead to rupture of the uterus.
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12. Prolonged or Arrested Labor. When labor progresses
normally and no serious cemplications occur. the baby
usually is born within 14 to 15 hours when it is a first
delivery or within 8 to 9 hours when the woman has
previously delivered a baby. Labor is considered pro-
longed when more than 12 hours pass from the
beginning of regular uterine contractic as until the cer-
vix if effaced and dilated.

The second stage of labor—from the time the cervix is
completely dilated until the birth of the baby—usually
lasts no more than 1 hour; it may be only a few min-
utes in a woman who has previously delivered. A
second stage lasting more than two hours is a cause for
concern and should be investigated. Prolonged labor
can lead to such serious problems as fetal injury and
ruptured uterus.

Multiple Pregnancy

Multiple pregnancy. or the presence of more than one
fetus, is a complication that may cause problems during
pregnancy, aelivery, or in the postdelivery period. Mul-
tiple pregnancies are more common among nonwhite
mothers. The incidence also increases with the mother’s
age and the number of previous pregnancies. Multiple
pregnancy should be suspected when any of the following
occurs.

® Uterine size increases abnormally fast or is larger
than expected

® Two or more fetal heart fates, distinct from each
other and from the mother’s pulse rate. are heard

® Abdominal palpation reveals the presence of extra
fetal small parts and/or more than one head

The woman who is pregnant with more than one fetus 1s
at risk and needs special care. Her body is under addi-
tional stress because more than one fetus is making
demands on her body and its stores. She is more at risk
nutritionally and is therefore more likely to develop
anemia. She also is more likely to develop toxemia of preg-
nancy or to have excessive amniotic fluid. A woman
carrying more than one fetus is more likely to go into labor
early and deliver the babies prematurely. Prolapsed cord
occurs more frequently during multiple births, and there is
danger of the placenta separating before the second infant
is born. During the postpartum period, the new mother is
more likely to have excessive bleeding,

Any woman who is suspected of having more than one
fetus should receive medical supervision during preg-
nancy. During pregnancy, the woman needs more
frequent, careful assessment. Her needs for protein, vita-
min supplements, and iron are increased. She should
receive instruction on reducing daily activity, changing
position frequently, and obtaining a proper balance of
exercise and rest. Emotional support is important. The
multiple pregnancy may make the woman happy, sad,
afraid, or overwhelmed, depending upon her own situation
and the culture in which she lives. The midwife can help
by recognizing the signs of a multiple pregnancy, by pro-
viding the best physical care available, and by offering
needed emotional support.

The woman with multiple fetuses should plan.to deliver
in a hospital.
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9.Complications of Labor and Delivery

1. Distended Bladder

3. Twin Pregnancy

J137

L 30 ¢ ebey
‘€€ uojlsses

3¢€ fuswyoriiy asujedy




Excessive vaginal bleeding (over 500 ml within
24 hour period)

Bright red bleeding after first few days

Reddish color of vaginal discharge lasting more
than 2 weeks

Foul-smelling vaginal discharge

Sesslon 33, Tralner Attachment 33E
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Danger Signs During Postpartum

Uterus palpable above pubic bone after 10 days
Fever or chills

Abdominal pain and tenderness

Pain or pressure in perineal area

Pain, swelling, or redness of leg

Cracked nipples or pain, swelling, or redness of breas:

Prevention of Postpartum Problems

Hemorrhage and infection are the two most prevalent
and dangerous problems of the mother during the first few
weeks after delivery. The midwife can prevent these by
giving conscientious and knowledgeable care in the early
postpartum period.

Hemorrhage

The most common reason for hemorrhage after delivery
is failure of the uterus to remain contracted. The period of
greatest danger is the first hour or two after delivery.

The woman who has just delivered needs to be under
constant observation at least for the first hour after deliv-
ery. The midwife must make sure that the mother is
reacting satisfactorily to the stress of delivery, that her
uterus is remaining well-contracted and that bleeding is
not excessive. After the separation of the placenta from the
uterine wall, the contracting of the muscular wall of the
uterus constricts the blood vessels. This prevents excessive
bleeding from the placental site. If the uterus becomes
relaxed, severe bleeding could result.

During the first hour after delivery, the firmness of the
uterus should be examined every 10 to 15 minutes. or more
often if it is not remaining firm. With the mother relaxed
and lying on her back with her legs flexed, the midwife
palpates the fundus (top of the uterus) by cupping one
hand above the uterus; the other hand supports the cervix
(bottom of the uterus). The fundus should be felt at the
midline of the abdomen at about the level of the umbili-
cus. It may be slightly higher if the woman has delivered
twins or if she has had several previous deliveries. The
uterus may lie to one side and be higher than normal if the
woman’s bladder is full. In this case she should be encour-
aged to pass urin~. as a full bladder may prevent the
uterus from contracting properly. If the uterus feels soft. it
should be massaged gently. To massage the uterus. the
hands are in the same position as they are for the
examination.

At the same time. as the uterus is palpated. the mother’s
pad and the bed under her should be checked to be sure
she has not been excessively hemorrhaging, If the bleeding
exceeds 500 cc or if massaging the uterus does not control
the hemorrhage. the woman should be taken to a hosputal.

The mother’s pulse and blood pressure should also be
taken every 10 to 15 minutes during this initial period. Any
drop in blood pressure or increase in pulse could indicate
the possibility of hemorrhage. However, a normal pulse
rate and blood pressure reading does not mean that the
woman is not bleeding. Because of the normal changes
during pregnancy the woman who has Jjust delivered often
will not show changes in pulse and blood pressure until
bleeding has become excessive.

Infection

Infection of the reproductive tract after delivery has
been a dreaded comptication of childbirth since ancient
times. Today we understand that it is caused by bacteria
introduced into the reproductive tract during labor, deliv-
ery, or the immediate postdelivery period. The warm,
moist uterine cavity, especially the placental site, provides
an ideal place for bacteria to grow. The bacteria that most
often cause the infection are those that normally live in the
genital or intestinal tract or the nose and throat. The bac-
teria may be carried up into the uterine cavity where they
multiply and cause infection. Infection is especially a prob-
lem when membranes rupture a long time before delivery
or when labor is prolonged. Women who are poorly nour-
ished or anemic and women who have had excessive blood
loss during delivery are particularly at risk to infection.

Infection in the postpartum perio¢  _st often involves
the uterine lining. Symptoms usually ag uear between 2 to
5 days after delivery. Slight fever. loss of appetite and lack
of energy are the first signs. Lochia (vaginal discharge)
may be excessive and foul smelling or it may be scant,
depending on the organism. Severe infections result in
high fever. rapid pulse, chills. abdominal tenderness. and
deep pelvic pain. Severe infzctions may spread into the
muscle of the uterus and into the surrounding tissue. The
organism may travel through the blood stream to the
entire body. Although postpartum infection today can be
treated today with antibiotics. it remains a serious com-
plication. Any woman who shows symptoms of a
postpartum infection should receive medical treatment as
soon as possible.

Every precaution should be taken to prevent postpartum
infections Careful handwashing is an obvious precaution.
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which should not be forgotten because of its simplicity.
Everyone caring for the patierit in labor, during delivery.
or after delivery always should wash their hands thor-
oughly before touching the woman. Hand washing is
especially important if the same person has been caring for
other women. Sterile gloves. if available, should be worn
during delivery. Ungloved hands should never be putinto
the birth canal.

Anyone with skin infections, such as boils or abscesses,

" should not care for a woman during or immediately after
delivery. The midwife should take care to avoid coughing
or breathing on the patient. This is especially important if
the midwife has a sore throat. runny nose. or other signs of
upper respiratory infections. The area where the woman
will deliver should be as clean as possible and be free of
flies and dust.

Normal Phglsiological Changes

In the 6 to 8 weeks following delivery the reproductive
organs of the woman return or nearly return to their pre-
pregnant condition. Again, as in the pregnant woman. the
most noticeable and important changes are in the uterus.

Immediately after delivery of the placenta. the uterus
normally is very firm and can be palpated about midway
between the pubic bone and the umbilicus. It then rises to
the level of the umbilicus or slightly higher, where it
remains for the first 2 days. Then it decreases in size and
gradually descends into the pelvic cavity, at approximately
I'cm per day. By 10 days after delivery, the uterus should
be within the pelvis behind the pubic bone where it cannot
be felt by abdominal palpations. The uterus is close to the
prepregnant size by 5 to 6 weeks. This decrease in uterine
size occurs more rapidly in women who have delivered for
the first time than in women who have had several babies,
It also occurs more rapidly in women who are breast-
feeding their infants. This normal process may be delayed
if the woman has retained placental fragments or mem-
branes or has an infection. It may also be delayed if the

uterus was overdistended by twins or excessive amniotic
fluid.

After delivery of the baby and the placenta the outer.
spongy layer of the lining of the uterus is shed. It is cast off
after delivery in the lochia. In the first 3 days this discharge
consists mainly of blood and is red in color. After 3 t0 4
days the 1ochia contains fewer red blood c=lls and more
serum, causing it to become paler. After the 10th day it
contains more white blood cells and mucus, and the color
is a yellowish-white.

The lochia may have a slight reddish tinge for upto2
weeks. A reddish color lasting more than 2 weeks indicates
either retention of parts of the placenta or membranes or
lack of healing of the placental site. Bright red blood after
the first few days usually means a serious problem such as
retained placenta parts. Such cases should be referred for
medical treatment. Normal lochia should never contain
large pieces of tissue. A foul-smelling discharge may
indicate infection and should be investigated.
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Palpation of the Uterine Fundus

@ (From: Ross Laborator les)
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CRITICAL INCIDENT REGARDING CHILDBIRTH

Durlng her +tralning to work as a PCY In maternal and chlld health, Sally
had an opportunity to witness a Iive blrth. She'd never seen the process.
The woman had been labor for 12 hours and was about to dellver when Sally
was admltted to the room. The room wasn't |Ilke Sally had Imaglined a
dellvery rcom to be. There was Just a hard table on which the woman lay
In her tradltlonal clothes. The cloth that was usually wrapped around for
a skirt was loosened to allow ‘the woman to open her legs for childbirth.
Unfortunately the blirth turned out tobe a breech--the baby was coming out
backwards-~not head flirst as Is normal. Sally sweated the whole process
out--almost feellng all the agnoy and paln that the woman was obvlously
feel ing. Sally felt the woman was very brave for she never made a sound
--except one moan for which the mldwife scolded her. The midwlfe seemed
very harsh and Impatlent. She yelled commands to the woman that Sally
couldn't understand. She never offered any sympathy or encouragement, but
Sally notlced that the woman dldn't seem to expect any.

When +the baby flnally came out, Sally burst Into fears. She felt almost as
exhausted as the woman looked. The mldwife began caring for the baby girl
and told the woman to come down from the table. The midw!fe mentloned
that she was lucky to have |lved through the many hours of labor. She
noted that women who are unfalthful durlng thelr pregnancles always have
very long and dlifflcult labors. Sally went to help the woman who was
crying and looked a blt surprised as she patted her hand and helped her to
a rough bed In the next room. Just at that moment the father came In. He
brushed past the new mother, without even a endearing glance, and |ooked
at the baby. "] wanted a boy", he sald over hls shoulder to his wife.
Sally suddenly tiecame uncontrollably angry and declided she'd better leave
Iimmediately as she was sorely tempted to hit the father.
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Session 34

WELL BABY CARE
3 Hours

As discussed throughout this trailning manual,
the ability of famllies and communities to
provide adequate medical care, good nutrition
and a safe and healthy environment Is
considered basic to the optimal physical
development of children. Also essentlal is
stimulation and soclalization during Infancy
and childhood which contributes to a childts
intellectual and emotlonal development as well
as his physical development.

In this session, participants learn ‘o
recognize developmental landmarks for children
aged up to two years, and to ldentify ways
familles contrlbute to these developmental
stages. " Local attitudes towards, and
treatment of children born with physical
deformitlies are also explored.

Finally, the participants visit or dlscuss
maternal child health ciinics to learn how
they are organized and what services are
offered to children up to two years of age.
They also consider how the family and
community can promote at.d z2ugment the services
offered by these clinics.

Describe the characteristics of a healthy
newborn and the care It needs.
(Step 1)

Explain how <The local community views and
handles children born with certain physical
deformities,’

(Step 1)

identify the normal stages of development of
children up to two years of age.
(Step 2)

Identify the factors which contribute to the
physical, Intellectua, and emotional growth of
children up to two years of age.

(Step 1=5)
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RESOURCES Pedlatric Priorities In the Developing World,
Chapter 14.

Book 1, Chapters 4 and 26.

Tralner Attachments:
- 34A Items to Observe and Ask Famlly
Members
- 34B  The Normal Newborn
- 34C Normal Varlations
- 34D Recognition of the High-Risk Neonate
- 34E  Care of the Newborn
- 34F Stages in Child Development
- 346 Making Games for Children

MATERIALS News print, markers, materials to make games
and toys (See Tralner Attachment 34G).

FROCEDURE

Tralner Note

One to +two weeks prior to +his session, Invite a nurse-midwife or
someone equivalent to explaln and discuss the general character-
Istlcs and normal varlations of the healthy newborn. Ask this
person to Include a description of abnormalities that are
frequently observed In the host country.

At the same time, you should arrange visits with families that wi||
allox the particlpants to observe and photograph chlld-rearing
practices and behaviors of children up to two years of age. They
should be encouraged to take pictures that show children:

~ alone

- at play

Interacting with thelr environment (i.e. mothers, fathers,
other famlly members and friends, animals etc.)

= who are healthy

- who have certaln physical abnormalities

that evoked some emotion In the participants

The particlipants should also be asked to observe or discuss with
family members some of +the questions found In Tralner Attachment
34A (ltems to Observe and Ask Family Members),

Continued

1143 .
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If time or facllities for developing fllm are not avallable,
collect photos from Volunteers or staff members that show these
behavioral traits.

You should also arrange a visit to a well baby clinlc or have the
guest Invited for Step 1 to discuss the organization and activities
that are usually carrled out at thls clinlic.

You should coordinate this sesslion with the participants! cross
cultural tralning and thelr vislts to the Community (Session 12).

Step 1 Assessing and Caring for the Newborn

(30 min)

Introduce this step by tellling the participants
that In order to help f{amilles achieve proper
growth and development for thelr children, It Is
Important to understand how chlldren normally grow
and develop. To help famillarize them with the
characterlistics and varlations of +the newborn,
danger sligns In the newborn and the care needed
during Its first days of life, tell them that a
guest speaker wll| present a brief overview of the
appearance and care glven the newborn In their
host country.,

Introduce and welcome the guest and ask the
participants to hold thelr questions until the end
of the rresnxntation.

Trainer Note

The Items that should be covered and discussed during th’~ step
are:

- The general appearance of the normal newborn (le. head,
reflexes of the neck, moro area and grasp)

- Normal varlations In the head, eye, breasts, genltal area

Common birth defects and certaln danger signs of the neonate

Common problems (le.scaly, olly crusts on the scalp,

Jaundice, irritated skin beneath the dlaper)

- Care of the newborn (cord «care, previding warmth,
breastfeeding)

You will find [Information about these subjects in Tralner
Attachment 34B~E and Primary Child Care by Maurice King. |If a
guest lecturer Is not avallable to present this step, you or a
participant should review +the Information In these Tralner
Attachments and other avallable resource matertal and give a brief
lecturette using a llve baby or doil, and pictures of abnormalities
to Illustrate these major points.

Contlnued
~-673- 1 4 4
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Also, a dliscussion centered around how the local culture views and
treats children with certain abnormal ities should be Included,

Items for discussion should Include:

- Speclal practices mothers follow after the birth of a child
(1.e. changes In eating or work habits)

- Speclal medications taken, special rituals conducted

= How mothers and/or other relevant persons care for Infants
(I.e. how are they washed, fed, carriled, watched)

= Child care practices that are hazardous to the heatlh of the

child
= Types of physical conditions considered to be abnormal or
deformed.

= Bellefs concerning the causes of varlous abnormal Ities or
deformities,

= Treatment (traditional and modern) glven  for these
abnormal ities

= Attltudes toward persons deformed or handicapped.

Step 2 Describing Child Development and Growth
(35 min)
Ask particlpants to work In small groups and to ‘
post the pictures they have taken that represent
children at various stages of development, Next
to the photos, have them |ist the age of the child
and what they observed, tested and asked that led
to the determination of +the child's age and
developmental status.

Ask the groups to visit all the posters and to
make notes on +the physical, Intellectual and
emotlonal stages +that were |isted for each age
group. After the participants have viewed and
made notes on the poster, ask them to share +heir
findings and deviop a | st of Indicators that can
be used to assess the different devel¢ 'mental
stages.,

Tralner Note

Tratner Attachment 34F (Stages In Child Development) contains
Information on +the characteristics of the developmental stages an
advantaged child goes through (l.e. one who Is glven the proper
nealth, nutritional and emotional stimuli). Please refer to this
attachment and add to the |ist anything the participants leave out.
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Step 3 Learning Through Playlng and Interacting with
(45 min) the Environment

Begln this step with a brlef Introductlon to ways
chlldren learn and develop physically, mentally
and emotlonally (see Tralner Note).

With +the help of language traluers, Volunteers and
the guest lecturer from Step !, have the group
develop a llIst of readlly avaiiable materlals that
are or can be used to make toys or games. Show
them the materlals you have collected and ask them
to form small working groups and to make one or
two toys, plctures, games or collages that will
ald a chlld's development.

Tralner Note

Introduce this step by explalning that changes In the chlid's
behavior and actions (l.e. physical coordlnation) of the child
result from physical development, mental development, and from
soclal-emotional development. These three areas are closely related
and Integrated.

Good .physical growth can be promoted by among other things, parents
and family helpling children learn and practice physical movements
(eye, hand coordlnation),

Mental growth, and development comes about with tlime and through
learning new sklils and meanings. New colors, shapes, sounds and
tastes which +the chlld experlences help him to learn. The parents
and famlly can help the chlld by:

- talking to him
~ repeating new words or l|deas many times
- helpling him In problem~solving sltuatlons.

Soclal and emotlonal growth takes place through the experlences a
chlld has with others.

Tell them that the purpose of thls step Is to develop simple play
materlals which can:

~ be dupllicated by pareats

~ be used by chlidren alone or In play with thelr famiiles,
and

- encourage the chlld's physical, mental, emotional and soclal
growth,

Continued
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Tralner Attachment 346 gives a llst of suggestlions for materlals
and types of toys that particlpants can make. Obtaln some of these
materials prlor to the sesslon and set up statlions where they can
work.,

Assign each group a different age range up to two years of age for
which they should develop toys and games.

15 Minute Break

Step 4 Sharing And Explalning Toys and Games

(20 min)
Ask each group to present thelr toy or game and to
explaln:

- The age of the child for whom It was desligned
- The develomental purpose [+ Is designed to
serve
- The need for or desirablllty of Involving
other people (adults, brothers and sisters) In
the activity (l.e. gulded and free play, the
advantages, disadvantages of both.) 0

After all the groups have completed thelr
presentations ask them what other forms of
stimulation, encouragement, disapproval should be
glven by the family. Have them briefly, with the
help of the experienced guests, determine ways
that they can work with famililes In +thelr
recognition of the stages of growth and
development of a healthy chlld and how the love,
attention and stimulation they provide willi help
the child grow and develop Into a healthy, happy,
actlve adult,

Step 5 Vislt To A Well-Baby Clinlc

(20 min)
Ask participants 1f they are famlllar with the
concept of a Child Health or Under~Fives Clinlc
and If so to describe Its purpose, and the
services which such cllinics provide.

Discuss the avallablility of these services In the

host country and methods the particlpants can use
to promote thelr use in the village.
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Trainer Note

Introduce thls step by stating that, along with good nutrition,
love and attentlon, a child needs to recelve certaln kinds of
medlcal care that only a health center can provide. Thls care,
which Is focused on In more detall In the modules on Mutritlon and
Diseases In the Developing World, goes hand in btand with the
factors dlscussed In thls sesslon, to ensure the optimal
development of Indlviduals.

The objectives and actlvitles that particlipnts should |lst during
thls dlscusslon of Under-Flve Clinlcs should Include serv’ as for:

immunizations

Growth Monltoring for prevention of mainutrition

Treatment for malarla, dlarrhea wlth or wlthout
dehydration, and

- Health educatlon fur the family

1f time permits, the particlpants should vis!t an Under-Fives
Ciinic, If not durlng thls sesslon, then during < 3 other part of
thelr tralnling.

If the guest who presented the Introductory lecture can attend the
entire sesslon ask him o her to glve a brlef talk on Under-Flves
clinlcs during thls step. The talk should Include the organizatlon
of the cllinlcs, thelr actlivitles and.fthe baslc medlcal care that
young chlld needs to grow up healthy.

Step 6 Closure

(15 min)
Ask the particlpants to summarlize thls sesslon by
deflnlng a Healthy Child and what Well-Baby Care
should conslst of.
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ITEMS TO OBSERVE AND ASK FAMILY MEMBERS

o how many members of family are there? ages, sexes, education-

al levels, relationships of the different members to head of
family?

what type of house, compound and farmdoes the family have?
what are the conditions of the home and compound?

what dogs the family grow? what animals are kept?

how healthy are the children?,

what materials do the children have for play?

e o © o0 & e

what specific practices are followed in the family in regard
to control of children, discipline, rewards?

e what are the parents' occupations?
what do the pre-school children do when the parents are working?

e how much time do the mother, father, older children or other

relatives spend playing with or encouraging the pre-school
children?

e how do the children of different ages behave in the home?

@ do the children play with children from neighbouring homes?
are they active?

e what do the children like doing best?

e do the children like helping around the house?

P

what are the food 1ikes and dislikes of the children? who gives
the children their various meals? who do they eat with? what
do they eat?

o what language is spoken at home?

e do the children take part in any community activities?

e other relevant questions according to the country and culture

(From: RIltchle, J., Manual on Chiid Development Family Llfe Nutrition.
Dpo ‘44-145o)
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14. The Normal Newborn

Everyone responsible for the care of mothers and infants
should be familiar with the characteristics of the newborn.
They should also be aware of the common variations in
appearance that may concern parents, but that are consid-
ered normal. It is important to be able to differentiate
between normal variations 2nd those that require referral
for specialized care.

General Appearance

The typical newborn appears to have a large head,
which may be rounded, lopsided, or elongated. The infant
may have a bald head or thick hair. The face seems small,
with pudgy cheeks, a wide, flat nose, and a receding chin
that quivers easily. The neck is short and has deep
wrinkles. The newborn has a small chest, large rounded
abdomen and small pelvis. The short legs are somewhat
bowed and the knees usually are flexed, with the legs
drawn up toward his body. The arms are flexed, and the
hands are held in a tight-fisted position.

Fair-skinned infants are rosy-red at birth, while dark-
skinned infants are much lighter at birth than they will be
later in life. A newborn infant’s skin is thin and dry. Some
infants have downy hair on their bodies. At birth, the baby
is covered with varying amounts of a white, cheesy, cold-
cream-like substance called vernix. Cracking and peeling
of skin is common in the first days of life.

The newborn weighs an average of 3400 g. A baby born
weighing less than 2500 3 is considered a low-birth-weight
infant. Birth weight over 4080 g 1s considered excessive.
The average length of the newborn is 50 to 52 cni.

The Head

The newborn’s head is proportionately large, about one-
fourth the total body length. It measures between 32.1 cm
and 36.4 cm when measured around the fullest part. Usu-
ally, the head circumference is 2 cm greater than the chest
measurement.

The fontanels are openings or spaces between the skull
bones. The diamond-shaped anterior fontanel is on top of
the head where the two parietal bones of the skull come
toge:her. The anterior fontanel measures approximately 2
t¢ 3 cm wide and 3 to 4 cm long. Commonly referred to as
the “soft spot.” the anterior fontanel can be felt easily It
should not be sunken or bulging. The anterior fontanel
normally closes at 12 to 18 months of age.

The posterior fontanel is triangular in shape. It is
located at the back of the head, between the occipital and
parietal bones. The posterior fontanel is much smaller
than the anterior fontanel; it may be so small that it is not
felt easily. It usually closes by the end of the 2nd month

The bones of the skull are held together loosely by
membranes at the suture lines. This allows for consid-
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erable movement of the skull bones during labor and
delivery. As the head passes through the birth canal, tl.2
bones overlap at the sutures, making the head smaller.
This overriding of the sutures may persist for a brief inter-
val after delivery. This is a normal occurrence and
disappears within a few days. Widened sutures or fonta-
nels, however. are abnormal findings.

Newborn Reflexes

The positions a newborn assumes and its responses to
stimuli are important indications of stage of development
and physical condition.

The normal full-term newborn lies with both arms and
legs flexcd. If an examiner straightens an arm or leg, it will
return to a flexed position when released. Diminished
muscle tone is found in immature infants and those who
suffered from lack of oxygen before birth.

Tonic Neck Refiex

When the head is turned toward one side, the infant
extends the arm and leg on that side and fiexes the arm
and leg on the opposite side. This tendency usually dis-
appears by 2 to 4 months of age. Its absence in the
newborn or its persistence beyond 4 months of age may
indicate damage to the central nervous system. Such dam-
age could be the result of birth injuries or severe infection.

Moro Reflex

This reflex is best demonstrated when the infant is held
with one hand under the buttocks and the other hand sup-
porting the upper back and head. The infant’s head is
allowed to drop slightly. This sudden change in position
will cause the infant to stiffen the body, draw the legs up,
and throw the arms up and out. The infant then brings the
arms forward toward each other. The thumb and index
finger curve toward each other until they almost touch,
while the other fingers extend. The movements should be
symmetrical. Movement of only one arm indicates the pds-
sibility of a fractured bone or damage to a nerve.

The Moro reflex normally is strongest for the first 2
months of lifs and disappears after 3 to 4 months. Its
absence in the newborn period indicates some damage or
irritation to the nervous system. Infants who do not dem-
onstrate the Moro reflex should be referred for medical
evaluation and treatment.

Grasp Reflex

The grasp reflex should be present in both hands and
feet. When an examiner places a finger across the palms of
the infant’s hand near the fingers, the infant flexes the fin-
gers and grasps the examiner’s finger. In the normal full-
term newborn, the grasp is strong enough to support the
baby's weight. Touching the soles of the feet makes the
infant flex the toes. The grasp reflex lessens after 3 months
and begins to be replaced by purposeful movement.
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4. The Normal Newborn
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Typical Posture

(From: Ross Laboratories.)

2. Moro
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15. Normal Variations

Some healthy newborns have normal but unusual phys-
ical characteristics. These may concern parents or other
family members. who may be unfamiliar with how the
newborn should look. The knowledgeable nurse or mid-
wife can reassure the family that the baby is normal.

Molding

The newborn’s head may be molded intoan elongated
shape, especially if labor was prolonged or difficult. Mc!c-
ing usually recedes rapidly; it is much improved within 24
to 48 hours of birth. At the end of the Ist week. the head
usually assumes a norinal shape. Asymmetry of the face
may also result from pressure or the position in the uterus.
This, too, usually corrects itself.

Caput Succedaneum .

At birth, the soft tissues over the portion of the head
that was presenting may be swollen. The edema results
from pressure of the head on the cervix. The size of the
swelling varies. The swelling rapidly diminishes, and the
fluid is usually completely absorbed within a few days.

Cephalhematoma

A cephalhematoma is a collection of blood between the
cranial bone and the periosteum. It is caused by pressure
of the fetal head against the pelvis during prolonged or
difficult labor. Like the caput succedaneum, cephalhema-
toma appears as a soft swelling. Although a cephalhema-
toma may be noticed at birth. it may not be apparent until
the 2nd or 3rd day of life. The most common site is over
the parietal bone.

A cephalhematoma never extends over a suture line
because itis limited to the surface of a bone. It may there-
fore be distinguished from a caput, which involves soft
tissues of the scalp and therefore has no such limitation.
However, a cephalhematoma may involve more than one
cranial bone, ’

A cephalhematoma disappears withcut treatment,
although it may take several weeks. The collection of
blood should be protected from injury but needs no fur-
ther care. Aspiration should be avoided because of the
danger of introducing infection.

Subjunctival Hemorrhage

Occasionally. as a result of pressure during delivery. a
small capillary in the infant’s sclera (white covering of the
eyeball) breaks. The resulting bleeding appears as a
bright-red, usually crescent-shaped spot on the sclera. No
treatment is required. Parents may be reassured that the
blood will be.absorbed and cause no harm,

Enlargement of Breasts

Noticeable enlargement of the breasts often is seen in
newborn infants of both sexes. Occasionally the breasts
secrete a thin. watery fluid. These conditions are produced
by the mother’s hormones acting on the infant. The breast
variations disappear gradually as the mother’s hormones
are excreted by the infant. The breasts should not be mas-
saged. squeezed. or aspirated.

Genital Hypertrophy

Othef effects of maternal hormones on tne newborn’s
appearance include a swollen vulva and a white, possibly
blood-tinged mucoid vaginal discharge. Parents need to be
reassured that this is a normal finding in some female
infants and will soon disappear.

Mongolian Spots

Mongolian spots are irreguiar areas of bluish or grayish
pigmentation. They are seen most often over the lumbar or
sacral area in infants of Asian, African, or Mediterranean
peoples. These spots closely resemble bruises, although

they are harmless and usually disappear by age 4 to 6 years.
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High-Risk Neonate

Danger Signs in Newborn

Cyanosis

Rapid or difficult respirations
Low birth weight

Jaundice

Abdominal distention

Tense fontanel

Odor or discharge from cord
Bleeding from cord

Excessive or diminished muscle tone
Rapid. slow, or irregular pulse
Sweating

Edema (swelling)

High or low body temperature
Pallor

Petechiae (round, purple-red spots on skin)
Excessive salivation, frothy mucus
Vomiting of bile

Diarrhea

Abnormal cry

Cough

Excessive irritability

Twitching

Convulsions

Paralysis

Delayed or inadequate voiding (beyond 24 hours)
Failure to pass meconium within 48 hours
Change in behavior or appearance

Failure to take feeds, failure to suck well

The high-risk newborn is one who, because of conditions
prenatally, postnatally, or during the birth process,
requires special care in order to survive and develop as a
healthy individual. The nurse or midwife should be aware
of the prenatal conditions that nrake the birth of a high-
risk infant likely, as well as the signs that indicate a new-
born might be in trouble.

Certain prenatal conditions present greater than usual
hazards for both the mother and infant. Women with these
conditions should be referred for delivery in a hospital, if
possible. This group includes women who:

® Are very young
Are very short or have skeletal deformities
Are diabetic
Are malnourished and/cr anemic

Have or have had rubella, malaria, herpes, ¢y philis,
or tuberculosis

¢ Have had toxemia of pregnancy or bleeding in late
pregnancy

¢ Have polyhydramnios (excessive amount of
amniotic fluid)

® Have a fetus in an abnormal position

Conditions during labor and delivery that suggest the pos-
sibility of an infant at high risk include the following:

© Prolapsed cord or cord around the neck

© Meconium-stained amniotic fluid during labor

® QObstructed or prolonged labor

A history of any of the above conditions alerts the mid-

wife to the possibility of a newborn at high risk. However,
every newborn should be carefully examined immediately
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after birth and closely observed thereafter for any sign of

difficulty in making a successtul transition to extrauterine
life.

At birth, the infant moves from an environment where
basic needs are met to the outside world. Here the infant
must be able to meet his or her own needs for oxygenation,
nutrition, and elimination. A life-threatening problem
exists when the infant is unable to manage any of these
essential body functions. The nurse or midwife must be
alert to signs that the newborn might have difficulty meet-
ing these needs.

Cyanosis

Cyanosis is the bluish tone to the skin due to a low level
of oxygen in the superficial blood vessels. Because the
peripheral circulation is immature, the normal newborn
frequently has some localized cyanosis in the lips, hands,
and feet in the first few hours after birth. Generalized cya-
nosis, however, is a cause for concern, because it means
that the infant’s body cells are not obtaining adequate
quantities of oxygen.

Because even slight cyanosis is significant. close observa-
tion for its presence is important. Comparison of the infant
with another newborn of obviously good color helps reveal
any difference. In babies with dark skin, cyanosis can be
observed best in the mucosal lining of the mouth.

Cyanosis may be caused by any condition that lowers
the level of oxygen carried by hemoglobin in the blood.
Common causes include respiratory problems that prevent
normal air exchange, damage to the central nervous sys-
tem, or cardiac anomalies,

Sudden episodes of cyanosis in a newborn whose color
has previously been normal may be caused by excessive




amounts of thick mucus obstructing the upper respiratory
tract. Suctioning of both nose and mouth can relieve this
problem. The infant will then regain his normal color.

The cyanotic infant who also has irregular breathing, a
high-pitched cry, absence of the Moro reflex, or muscle
tone that is either rigid or lax may have damage to the cen-
tral nervous system. Infants whose cyanosis becomes more
severe when they cry may have congenital keart anom-
alies. Cyanosis also occurs in babies with choanal atresia
(occlusion of the back of thz nase by bone or membrane;.
Because infants normally breathc through the nose, and
can breathe through the mouth only with great difficulty,
infants with this condition will require surgery. An infant
who is cyanotic at birth or immediately afterward and
remains persistently cyanotic after suctioning has a more
serious problem that needs to be investigated and treated.

Sternal Retraction and Respiratory Distress
Sternal or chest retraction is the pulling in of the chest
that results from an increased effort to breathe. In the nor-

mal healthy newborn, respiratory movements are carried
out mainly by the diaphragm and abdominal muscles,
withlittle movement of the chest. When expansion of the
lungs meets with resistance for any reason, the infant
raises the ribs in an attempt to increase the size of the chest
cavity. Because of the increased negative pressure in tie
chest, the softest parts of the infant’s pliable chest are
pulled inward. The result is retraction of the spaces
between the ribs, the areas immediately above and below
the sternum itself, and.the sternum.

Chest retraction may range from mild to severe. In
severe cases, the infant may have seesaw breathing. This
means that the abdomen rises and the chest sinks on
inspiration, and the chest expands and the abdomen falls
on expiration. Because one of the first and most essential
tasks of the newborn is to establish breathing, respiratory
distress is life-threatening.

Another sign of respiratory distress often seen with s.er-
nal retraction is flaring of the nostrils on inspiration. The
infant attempts to obtain more oxygen by widening the
nasal passages. Flaring of the nostrils frequently alternates
with expiratory grunts. The infant attemplts to retain ai; in
the lungs by partially closing off the glottis, and a grunting,
moaning, or sighing sound is made as the air moves out
past the vocal cords. The sound of a grunt or moan each
time the infant breathes out should alert the nurse or mid-
wife that the infant is in distress. If breathing is severely
labored, the lips may part as the chin is pulled down when
the infant takes a breath.

Other signs of respirarory distress are a respiratory rate
greater than 60 per minute or a heart rate less than 100 or
greater than 160 per minute. Cyanosis may or may not be
present.

Usually, an infant in respiratory distress has one or
more of these abnormal signs. The infant probably will be
either restless or unusually quiet and less active than a
healthy newborn. A baby in respiratory distress usually
does not hold the extremities in a normal, flexed position
but is limp, and the legs fall into a froglike position. An
infant in respiratory distress does not suck well. During
feeding, the baby may have to stop sucking frequently to
catch a breath.
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Respiratory distress is caused by any condition that
results in incomplete expansion of the lungs. For exaniple,
the air passages may be obstructed by aspiration of mucus,
meconium, amniotic fluid, or blood. Respiratory distress
may be caused by congenital defects. infection, pneu-
monia, heart failure, hemolytic diseases, metabolic
diseases, or intracranial hemorrhage. Perhaps the most
common cause is lack of a substance called surfactant,
which is normally found in the lungs. Without adequate
amounis of this substance, the alveoli of the lungs collapse
each time the infant breathes out, and increased effort is
required to expand them with each breath.

Because immaturity is a common cause of this problem,
infants born before their due date should be closely
observed. Any other infant who, for any reason, suffers
from lack of adequate oxygen before birth is also suscep-
tible. Infants of mothers who are diabetic, who have heart
conditions, or who had toxemia or bleeding during preg-
nancy are at risk. Prolonged labor, prolapsed cord, cord
around the neck, placenta previa, premature separation of

the placenta, or trauma at birth can be contributing causes.

Whatever the cause, an infant who displays signs of respi-
ratory distress needs skilled medical and nursing care in a
well-equipped facility as soon as possible.

Ifatall possible, pregnant women with conditions that
increase the probability of delivering an infant who might
devel.p respiratory distress should plan to deliver at a hos-
pital. Nurses and midwives can assist in the prevention of
respiratory distress by encouraging and providing prenatal
care and carefully managing labor and delivery.

Low-Birth-Weight or Immature Infant

The infant who is smaller or weighs less than normal at
birth needs special care. Traditionally, a low-birth-weight
infant was considered to be one weighing less than 2500 g
With the recent recognition that babies in many countries
are typically lighter in weight than newborns in western
nations, some countries have now set the lower limits of
normal birth weight at 2250 g or even 2000 g.

The largest number of immature infants are those who
are born before the expected due date. The infant born
before term appears not only small but underdeveloped.
The nurse or midwife should develop skill in evaluating
the maturity of an infant by physical findings other than
weight or size alone.

The head of the low-birth-weight infant appears even
larger in proportion to the body thar :n the normal new-
born. Compared with the skin of the full-term newborn the
skin is a deeper pink, and cyanosis of the hands and feet is
more likely. The blood vessels can be seen easily through
the smooth, thin skin. Fine, downy hair, called lanugo,
often is seen not only on the back but also on the arms,,
forehead, and sides of the face.

Breast tissue is less developed, and the nipple is less well
defined. Creases in the soles of the feet are fewer: they
may be entirely absent if the infant is born before 32
weeks of gestation. Ear cartilage is scant, so the ears
appear rather flat and shapeless. In the male, the testes fre-
quently have not descended into the scrotum. In the
female, the underdeveloped labia majora does not cover
tke clitoris and labia minora,




Muscle tone is poor. The low-birth-weight infant lies in
arelaxed. froglike position. rather than in the flexed posi-
tion of the full-term newborn. Because of incompletely
developed muscles. the abdomen distends easily and the
movements of the intestines can be seen through the thin
abdominal wall. Sternal retraction accompanied by nasal
flaring is frequently seen, since the immature infant 1s
prone to respiratory difficulties. The reflexes are weak or
even absent, depending on the degree of immaturity.

The immature infant has the same priority needs as the
full-term infant. Immature lungs and poorly developed
respiratory muscles make it more difficult for the imma-
ture infant to breathe on his own. A weak gag reflex makes
it difficult to cope with the typically large amounts of
mucus. Maintaining body heat is difficult because of the
relatively large area of body surface, lack of subcutaneous
fat, and inability to shiver. Nutrition is a problem because
of the low-birth-weight infant's high caloric needs coupled
with the poor sucking reflex and small stomach. The skin 1s
easily traumatized. Finally, the immature infant has a
poorly developed ability to combat infections.

Because the immature infant’s own resources are lim-
ited, survival is often dependent upon expert care. If the
birth of a preterm or immature infant is expected, the
mother should deliver in a hospital. where the infant can
receive skilled care immediately. An immature infant born
in a home or a clinic with limited facilities should be trans-
ferred as soon as possible to a well-equipped medical
facility. Meanwhile, the nurse or midwife should insure
that the baby is handled gently, suctioned well. and kept
warm.

Jaundice

A yellow tone to the skin, sclera, and nails i, called jaun-
dice. It occurs when bilirubin levels in the blood become
excessive, and pigments stain the body tissues. Bilirubin.
which results from the breakdown of red blood cells, is
normally excreted by the body. The newborn has high lev-
els of bilirubin and a poorly developed mechanism for
converting it to a form that can be excreted.

The nurse or midwife should observe every newborn for
Jaundice. Jaundice is most reliably assessed by observing
the color of the sclera, nails, and skin, especially the palms
and soles. Application of pressurs over a bony area causes
blanching, and the yellow color can be seen more easily.
For dark-skinned infants, observation of the sclera, con-
junctiva, and oral mucosa is best, because the normal
pigment in the skin can easily mask jaundice. Infznts
should be observed in daylight, as various types of arti-
ficial light may distort the color.

A slight degree of jaundice is observed in the skin and
sclera of 2bout half of all full-term infants, beginning on
the 2nd day of life and disappearing by 1 week. This com-
mon condition is called physiologic jaundice of the
newborn. It is important to distinguish between this mild
Jaundice, which apparently is not harmful, and the more
serious forms. Physiologic jaundice never appears in the
first 24 hours of life: nor does it last longer than | week in
the full-term infant or 2 weeks in the preterm infant. With
this type of jaundice, the infant shows no other signs of ill-
ness. Also, bilirubin levels in the blood do not reach
excessively high levels. If total serum bilirubin exceeds
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12 mg/100 ml. if the jaundice is present at birth. 1f 1t
appears sooner than the 2nd day or lasts longer than |
week. or if the infant has other signs of illness. the cause
needs to be investigated

Common causes of jaundice are immaturity. hemolytic
diseases caused by blood group or Rh incompatibility, and
infections. Infants born to diabetic mothers are at
increased risk for jaundice. Other high-risk infants include
those with enclosed bleeding, such as a cephalhematoma.
central nervous system bleeding, or considerable bruising
from delivery.

Whenever possible. the precise level of bilirubin in the
blood should be determined in any infant with jaundice.
Excessive levels of bilirubin, whatever the cause, can be
dangerous. When bilirubin levels are high. bilirubin pig-
ments are deposited not only in the skin but also in the
tissues of the brain, resulting in brain damage. This is
called kernicterus. Early signs of excessive levels of biliru-
bin are poor feeding, lethargy, and loss of the Moro reflex.
If untreated, the infant may have a shrill cry, respiratory
distress, bulging fontanel, twitching, spasms, or opistho-
tonos (abnormally increased muscle tone). Infants with
these symptoms often die and those who do survive are
seriously damaged for life.

Low-birth-weight infants and those with infections or
respiratory distress may develop kernicterus at lower levels
of bilirubin.

Abdominal Distention

The nurse or midwife should be able to distinguish
between the normal, rounded, protuberant abdomen of
the newborn and an abnormally distended abdomen. The
distended abdomen is firmer to the touch and may appear
shiny because the skin is stretched. If the distention is
severe, engorged blood vessels may be seen.

Abdominal distention in the newborn per: 4 may be
caused by various conditions, all of which are serious. A
common cause is an obstruction somewhere in the gas-
trointestinal tract. An infant with such an obstruction
cannot survive, so the problem must be recognized and
treated early. Any time a newborn is vomiting and/or has
not passed meconium, the possibility of an obstruction
should be considered. Another possible cause of distention
is a fistula (abnormal opening) betwcen the trachea and
the stomach. This causes the stomach to become distended
with air. Infants with this type of fistula also frequently
have excessive amounts of mucus.

Abdominal distention also may be caused by septi-
cemia, a generalized infection in the blood stream. Infants
with septicemia are lethargic, feed poorly, and may be
jaundiced or cyanotic. Any infant with abdominal dis-
tention needs skilled medical care at the earliest possible
moment.

Tense Fontanel

Normally, the anterior fontanelle in the fontanel may be
felt on a level with the cranial bones. It is firm but soft to
the touch. Coughing or crving may make it more taut or
cause it to bulge slightly, but the fontanel again flattens as
the infaat beconies quiet. The anterior fontanel also is
softer and becomes flatter when the infant is held in an
upright position. Anytime the fontanel feels very firm to
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the touch and continues to bulge above the level of the
cranial bones, it is a serious sign of increased pressure on
the brain.

Some of the more common causes of tense fontanel are
intracranial hemorrhage (bleeding into the brain tissue),
subdural hematoma (a collection of blood under the cov-
ering of the brain), or severe infections such as meningitis
(infection of the covering of the brain). These are all
serious, life-threatening conditions. An infant with tense
fontanel is in urgent need of medical treatment.

The nurse or midwife should be alert to the tension of
the fontanel of any newborn infant. Infants in whom a
problem is likely often have other signs of abnormalities,
such as refusal of feeds, diminished muscle tone, or
increased respiratory rate.

Inflammation of the Umbilical Cord Region

The umbilical cord at birth is bluish white and moist.
After it is clamped, it begins to dry and shrink and
becomes a dull yellowish brown. If free of infection, it con-
tinues to shrink and turn black. A red line of demarcation
appears where the cord attaches to the skin of the abdo-
men. By the 6th to 10th day, the cord is completely dry and
falls off.

Any redness in the area, odor, moisture, or discharge
from the cord indicates an ‘ ifection, which needs to be
treated promptly. Inflammation in the umbilical region is
a serious problem. Infection can easily spread to the liver
or even to the blood stream, resulting in septicemia.

With proper care, infection can be prevented. Only ster-
ile scissors or razor blades should be used to cut the cord.
The cord should be cut no more than 2 to 3 fingerbreadths
from the abdomen; a long cord stump makes infection
more likely. If alcohol, triple dye, or another antiseptic is
available, it may be used to clean the cord. According to
some local customs, substances other than antiseptics are
put on the cord. This practice should be strongly dis-
couraged, because such substances may contain bacteria
that can cause tetanus or local infection around the
umbilicus.

A cord dressing is not necessary. If one is used, it should
be loose to permit air to circulate freely so the cord will
dry. Creams, lotions, and oils should be avoided, a3 they
delay drying of the cord and increase the possibility of
infection. The area should be kept clean and dry. Until the
cord heals, the infant should be given sponge baths rather
than bathed in a basin or tub. Whenever caring for the
cord, the nurse, midwife, or parent should wash her or his
hands thoroughly. Careful handwashing helps prevent
infection.

Opisthotonos

ncreased muscle tone beyond that normally found in a
full-term newborn is a dangerous sign, just as is dimin-
" ished muscle tone. The healthy newborn lies with the body
and extremities bent (flexed). If an examiner stretches the
extremities, the infant will flex them when they are released.

Conditions that cause irritation to the meninges (the
covering of the brain) can make all the muscles of the
body contract. As a result, the infant’s body assumes an
extended rather than a flexed position. The head E_ér
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back, the back is arched, and the body 15 suff or ngid. This
condition is often accompanied by muscle spasms or
convulsions.

The infant wko displays such symptoms 1 extremely 1ll
and should be referred to a physician immediately.
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11. Care of the Newborn

Several important needs of the newborn must be met.
They are:

o Tobegin breathing on his own
¢ To maintain body temperature
o Tobe free from infection

o To be adequately nourished

The midwife’s care of the newborn is directed toward
meeling thess needs.

Clearing the Airway

In order to breathe, the infant must have a clear pas-
sageway for the air. Immediately after delivery the infant
is held securely with the head down while the nose and
mouth are wiped free of mucus and blood. A bulb suction
or mucus extractor should be used if available.

Cord Care

After the airway has been cleared, the cord is clamped
or tied in two places and cut between the ties with sterile
scissors or razor blade. The cord is then clamped or tied
approximately | to Z fingerbreadths from the abdomen
using a sterile clamp or tie. I a string or thread is used, it
should be tied in a square knot so it cannot come loose and
allow bleeding. The cord is then painted with alcohol,
triple dye, or some other antiseptic. A cord dressing 1s not
recessary, butifone is desired, a sterile gauze square may
be placed loosely over the cord stump. Infection of the
stump must be prevented because the infection can spread
casily to the infant’s body. Only sterile instruments should
be used to cut and clamp the cord. The area should be
kept clean and dry until the cord stump heals.

Eye Care

To protect the newborn from eye infection, silver nitrate
drops or an antibiotic eye ointment 1s instilled 1n the eyes
immediately after birth. The midwife should use the sub-
stance specified by law or official policy. In the absence of
a policy or law, the midwife should consider 1t her respon-
sibility to use the best substance she has available, The
infant’s eyes should be wiped with a clean piece of cotton.
Holding the head securely, the midwife places the drops or
ointment in inside the lower eyelid. The drops or ointment
should never be placed directly on the eyeball.

Providing Warmin

Because of physical immaturity, the newborn infant 1s
not able to maintain a normal body temperature when the
suirounding air is too hot or too cold. At birth the infant
leaves the warm, controlled environment of the uterus and
enters what is almost always a much cooler room. Evapo-
ration of moisture from the newborn's wet body lowers
body temperature. The infant can easily become chilled in
the first few minutes after birth. /
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Cooling of the body increases the infant’s use of oxygen
and quickly leads to a disturbance in the body's chemical
balance. This is especially dangerous in an infant who
already is having difficulty breathing. Therefore, the mid-
wife must tak= every precaution to prevent excessive heat
loss. Immediately after the cord is cut, the infant should be
dried well with a sterile or very clean blanket or towel.

In most areas of the world the newborn needs to be kept
warm. A crib with a radiant heat source or controlled tem-
perature is the ideal way to provide warmth. If this is not
available the infant should be well wrapped in a blanket.
CAUTION!!~In some climates, the infant will become
too hot if wrapped. The midwife should use her own judg-
ment in determining whether the infznt needs to be
covered.

Breast-Feeding

Breast-feeding immediately after birth should be
encouraged when the infant is breathing well and the
mother is awake, alert, and wants to nurse. The infant’s
sucking stimulates the uterus to contract after the placenta
is delivered. This decreases blood loss in the mother.

Early breast-feeding also provides close contact between
the mother and her newborn and promotes the devel-
opment of a close relationship between them. If this is her
first baby or if she has not previously breast-fed, the nurse
needs to give her assistance or guidance.

The mother probably can manage best if she is lying flat
with a pillow under her. She cradles the infant’s head with
one arm. With her free hand, she touches her nipple to the
side of the baby’s face that is nearest to the breast. This
encourages the baby to turn toward the nipple (the rooting
reflex). The mother places the nipple well into the baby's
mouth The baby’s gums should press on the areola rather
than on the nipple itself. The mother may need to place
fingers against the breast to keep it away from the baby’s
nose. To remove the infant from the breast the mother
should place one finger at the corner of the infant's mouth.
This breaks the suction, helping to prevent sore nipples.

Both breasts should be offered because the sucking pro-
motes the production of milk. If the infant takes httle or
does not seem eager, it is not a cause for concern. The
infant has enough body stores of nutrients to stay healthy
until the milk flow is established. In the meantime, he is
receiving colostzum that contains not only nutrients but
also antibodies that help to keep him healthy.

After the mother has had an opportunity to see and
touch the baby and breast-feed if she desires, the infant
should be placed in a crib on his right side with the head
slightly Jower than his body. This will help any mucus to
draij from-his mouth.

1
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ANSWERS TO REVIEW QUESTIONS
Common Problems of the Newborn

. What causes cradle cap?

Osls from the scalp

. Describe the usual signs of cradle cap.

Scaly, oily crusts on the newborn’s scalp

. How would you treat cradle cap?

Remove the scaly patches by using a soft brush to scrub the newborn’s head
with soap and water. Agply2.5% selenium sulfide lotion and rub it into the
newborn's scalp with warm water. Lecve the lotion on the scalp for fifteen
minutes then rinse it completely off Repeat the treatment twice a week for
two weeks then once a week for the next two months Advise the mother to pro-
tect ber newborn’s eyes and to take care that her newborn does not swallow any
of the lotion

. Diaperrashisaskin problem that is caused by irritation from urine

and stoolin diapers
a Describe the usual medical history.

Redness and irritation beneath the diaper

b Describe what signs of diaper rash you should look for in a physi-
cal examination.

Red chafed and moist skin beneath the diaper
¢ What will be your patient care for diaper rash?

Tell the mother to change the diaper soon after 5 gets dirty or wet

Wash the diaper area with a soft soapy cloth and rinse with clean
walter.

Expose the affected area to the air for several hours each day

164
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5. TRUE(T) or FALSE(F)

—T_ Acoldinanewbornis usually caused by a virus
—E_ Youwill need antibiotics to treata cold
—T_ Thesymptoms of a cold usually last from three to ten days

—T_ Onepossible complication of a cold is that the infection may
spread to the larynx and epiglottis

6. Listatleast five signs thatyou might find when examining a rewborn
withacold

a Normal temperature

& Active and alert but perbaps irritable newbnrn
¢ Possible noisy nasal breathing at times

d Noappearance of severe illness

e Clear discharge from nose
£ Clear lungs

7. Describe what patient care you would suggest fora newbornwitha @
cold

& Clear his nose with a rubber syringe 50 be can nurse
& Continue to breast-feed frequently,

¢ Ge.25% neosynephrine nose drops two to three times a day before feeding

8. What causes simple swelling of 2 newborn’s scalp?

Pressure on the newborn’s head during delivery

9. Whatis the treatment for simple swelling of a newborn’s scalp?

Assure the mother that the swelling will fade away.

(From: Ross Laboratorles.)
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STAGES IN CHILD DEVELOPMENT

All normal children
follow the same growth
stages although their
speed in development
varies

Infancy: birth to 2 years

The young infant seeks safety and security. As
people respond to his needs by feeding him, loving
him, making him clean and comfortable, helping him
to learn and do things for himself, he develops
confidence in his world and in the people around him.

Between birth and 3 months

The infant's muscies grow and strengthen so that
he can hold his head up when he is put in a sitting
position and can tighten nis muscles when picked up.
He can hold nis eyes in a fixed though vague position
and he can hold Tight objects in his hand but probably
does not pick them up. He begins to notice a human
face and may begin to smile.
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4-6 months ‘

The infant smiles when he sees a person and likes
to have persons pay attention to him and talk to him;
he chuckles, coos and laughs and becomes very sociable.
By 6 months he is very vocal, using his voice and
making meaningless sounds. He recognizes his mother
and knows which people are familiar and which are
strangers. His body strengthens and he has much more
command over it. He is delighted with his ability to
move his head, to play with his hands, to put things
# his mouth, to roll over and rest on his elbows and
even perhaps to sit up for a second or two.

7-9 months

He fingers and manipulates objects and his own
hands and wrists, bangs on things, puts them in his
mouth. Physically his coordination skills increase
and he uses his thumbs with his fingers more easily
and uses both hands. Reaching and grasping are now
automatic and he may feed himself with a biscuit or
piece of bread. He can sit alone and may even crawl
or stand. He may begin to get teeth at 6 to 8 months.
Socially he learns to respond to more than one person
at a time, he likes rhythm and being bounced about O
but he can become easily over-excited. He enjoys
singing to himself, and making other noises with his
voice and banging toys together, and he can be self-
contained as well as sociable. He begins to respond
to his name and to imitate sounds.

10-12 months

By this time the infant can usually roll over and
sit up, uses both hands skillfully to feel, pluck,
investigate, to put things inside one another; to bang
with cup and spoon, to dip into food and to carry
things. By the end of the first year he may have six
front teeth. He may start to walk or to creep about
very actively. He may say the words in his language
for mama and dada and perhaps one or two other words.

Socially he is developing. He enjoys peek-a-boo
(hiding behind the hands) and patting games with the
hands and he is showing interest in his play although
he is easily distracted. He may begin to be coy. He
notices disapproval or praise in his mother's tone of
voice and is socially very cooperative although his
behaviour is frequently variable and inconsistent.

187
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1 year 'to 18 months

By 1 year an infant's birth weight has usually
tripied. He learns to walk. He enjoys pulling,
pushing, 1ifting, pouring, throwing things, playing
and splashing in water. He often tries to feed
himself and can hold a cup. He may speak a few
words correctly. Socially he is full of curiosity
and "into everything." He enjoys watching and
imitating people, by coughing or sneezing for
example. He is more responsive to adults than to
other children and is very dependent on his
mother. He may show emotions such as affection,
anxiety, jealousy, sympathy, shyness with strangers.
He begins to show food likes and dislikes.

18 months to 2 years

By about 18-20 months a child is usually
constantly on the move, 1ikes to push things, to
walk backwards, to chase and hide and be chased;
play with sand or earth and to climb. fHe hegins
to speak a few more words. He likes tolisien to
rhymes, music and to look at picture books. He
enjoys an -audience and applause and becomes more
sensitive to approval and disapproval. He shows
some independence and begins to undress himself.

to

He begins to show temper and fear.

He gives names to

people, things, actions.
particular toy or blanket.

He may become attached to a
At this stage he learns

to control his toilet habits.

From 20 to 24 months, he enters into a posses-
sive stage where everything is "mine," and also a
negative stage where his reply tends to be "no."
becomes more aware of people and copies household
tasks in play. Physically his appetite may decrease,
his growth slows down somewhat, and his coordination
increases - he can kick a ball and he becomes more
skilled with the use of one hand. He becomes more
aware of father as well as mother and father often
becomes a favorite. He begins to like being with
other children.

He

(From: Ritchle,

PP 11-130) .

Manual on Chiigd Develdpment Family Life Nutrition,
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MAK ING GAMES FOR CHILDREN

for climbers - pieces of wood to nail to the trunk of a tree,
and sisal rope to lash them securely

for obstacles for climbing through - old worn tires can be
nailed to a piece of wood side by side to provide a tunnel
for children to crawl through; wooden boxes with the top and
bottom removed or any other objects which can form a tunnel
can be used

foraseesaw - a long plank and a large log
fr askippingrope -~ rope made from sisal fibres
for building blocks - wood cut to careful measurements, or

smali milk or cigarette cans with sharp edges well hammered
and smooth

for puzzles - old magazine pictures or posters to stick onto
thin wood or strong cardboard. These can be cut into small or
large pieces according to the ages of the children who will use
them

for pasting collages - seeds, shells, leaves, and other
objects to paste onto paper (n1d newspaper or old mimeograph
paper from local offices will do if nothing else is available)

for making paste - wheat or cassava flour for boiling with
water
for making paints - Tlocal roots, leaves, stones (curry, indigo,

henna), charcoal, ash and others known locally
for paint brushes - grass or sticks
for building cars, aeroplanes, trucks, houses - pieces of sisal

stalk, corn and millet straw, pulp of reeds,” thorns for fixing
pieces together




(From:
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for wheels - empty sewing spools (reels) and bottle tops
for building boats - coconut shells or bacbab fruits
for modeling - clay from the _round or papier maché made from

old paper, water and flour paste

for a sand tray - planks for edges, sand, old tins for carrying
water and to use as moulds

for paper-folding - old paper, to make hats, aeroplanes, wind-
mills, boats

for weaving - palm leaves

for sewing - old sacks and raffia {a large needle will be
required)

for making music and rhythm - calabashes, coconut shells, gourds,

bamboo sticks and pieces of old metal to make rattles, maracas,
flutes, violins, rhythm sticks, triangles and cymbols

for songs, dances, stories - collect Tocal traditional ones or
write new ones

for dolls and for playing at houses and families, or other
imitativ2 play - old pieces of cloth stuffed with rags for heads
and hands; corn stalks, banana stalks; scraps of worn-out cloth or
waste pieces from the Tocal tailor to make clothes; paint to mark
in hair, eyes, etc

for puppets - papier mach&; clothes from scraps of cloth

for play kitchen and home equipment : plates, pots, cups, spoons
- small gourds, coconut shells, calabashes

for necklaces and bracelets - seeds of all kinds

for building houses or for storing things - old packing cases,
crates or cartons

for masks - paper bags (sacks)

Ritchle, J., Manual on Child Development Family Life Nutrition.

pp. 147-148)




‘ Session 35

HEALTHIER FAMILIES THROUGH CHILD SPACING
TJOTAL TIME 4 hours, 25 minutes

OVERVIEW Child spacing, the number of years between
births of children, affects the health of a
mother and her children, Evidence from
developing counirles shows that maternal and
child malnutrition and death rates are higher
when the births of children In a family are
spaced less than two vyears apart., !n this
session particlipants learn about local bellefs,
knowiedge and practices related to family size,
relations between men and women, human repro-
duction and ways to space births. They discuss
national policles related to child spacing, and
consider the health and economic beneflts of
child spacing. They examine speciflic methods for
delaying the birth of the next child. They also
practice dealing with rumours about child
spacing methods, using family health educatlion.

e OBJECTIVES © To describe lccal attltudes and practices that
affect child spacing.
(Step 1)
@ To state national policles dcaling with child
spacing.
(Step 2)

® To |ist the health and economic benefits of
child spacing.
(Step 3)

¢ To explain the wuse, side effects, and
effectiveness of at least five methods of
contiaception.
(Steps 4, 5, 6)
|
|
|

¢ To practice using health education to counter
rumors and misinformation about child spacing.
(Steps 7, 8)
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RESOURCES Concepts and Issues In Famlly Planning
Community, Culture & Care, pp. 201-206
Handouts:
= 35A Natlonal Pollcles and Programs Related
to Chlld Spacing (to be prepared by
the tralner)
- 35B Methods of Contraceptlon
Tralner Attachments:
- 35A Chlld Spacing for Maternal and Chlld
Health
- 35B A Chlld Spacing Story
= 35C The Menstrual Cycle
- 35D DealIng ¥Ith Rumors About Contraception
= 35E The Mala Responsibll ity Program
MATERIALS Samples of the kinds of contraceptives
dIscussed; visual alds showIng human
reproductlon, contraceptlons, b5sncfits of chlld
spacing; fllms or flimstrips on chlld spacling.,
PROCEDURE

Tralner Note

Please note that the overall goal of thls sesslon |s to provlide
future Volunteers with enough Information on famlly planning
concepts and Issues to be able to:

address rumors clrculating through the commun|ty, and
- refer people to avallable host country services and programs
when they request It.

Be sure particlipants clearly understand, by the end of the sesslon,
thelr role In promoting chlld-spacing. That role Is usually one of
passlve, not actlve promotion. Peace Corps In-country staff who are
responsible for the technlcal programming should be able to glve
you an accurate picture of how the PCY Is expected to work In this
Important area of primary health care,

Contlnued

172
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Prior to the session find out about natlonal policles and programs
related to child spacling. For example:

- Does the government promote chlld spacling through:
- medla
- tralning personnel In service provislon
- free or low cost distribution of contraception?

- Where does counseling on chlid spacing and distribution of
contraceptives fit within the hsalth system?

- Are there iestrictions on the distribution of certaln kinds
of contraceptives?

» Prepare a handout summarizing programs or reasons why there are no
pollicles or programs, If that Is the cass,

Also vislt any famlly planning organizations (such as Internatlonal
Planned Parenthood Federation) borrow vlisual alds and find out
what kinds of activitles they are dolng at the community level.
Ask a particlpant to arrange a display of the visual alds on chilid
spaclng.

If possible Invite a local health worker, who has experlence In
chliid spacing counseling, to attend the session, to answer
questlons about local bellefs and practices affecting the
acceptabiiity of child spacing. Arrange for an Interpreter |f
necessary and coordinate wlith language training to make sure that

particlipants have the baslic vocabulary needed to discuss these :

toples.

Coordlnate thls sesslon with sesslons In cross cultural training
and personal health related to sexuallty,

Step 1 Discusslon of Local Bellefs and Practices
(20 min) Affecting Chlld Spacing

Introduce the session briefly reviewing the
obJectives and defining "child spacing" In relation
to primary health care using Tralner Attachment 35A
(Child Spacing for Maternal and Child Health).
Point out +the display of visual alds on child
spacing during your Introduction.

Introduce the vislting heaith worker and ask him or
her to describe some of his or her own experiences
In counseling for child spacing In the host
country, Facllitate discussion of questlons such as
the following:
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= How many chlld:an do most familles have? How
many do they want?

- Are there any +traditional practices for
spacing births? Are these used today?

- What do most people think of child spacing?

- What kinds of bellefs and practices affect
the acceptabl !l ity of chlld spacing?

- Use of particular techniques for chlid
spacing?

= MWhat knowledge do they heve of modern child
spacing techniques?

~ Are there any common rumors about child
spacing technlques?

Tralner Notae

pages 201-206 provides an exce!lent
IIst of questlons to ask about bellefs and practilces related to
sexual Ity, chlld spacing, and sexual modesty,

Some of +the areas of bellefs and practices |lkely to Influence the
acceptabll ity and practice of child spacing Include: notions about
virility, motherhood, body notions (what body parts people wiil and
will noi touch, what parts are covered and why), marrlage patterns,
rules of sexual behavlor. @

One technlque for learning about what people know and feel about
reproduction and how the body works In general |s to ask them to
fill In an outline of the body Iike the one bolow. This usual Iy
provides a more concrete, |less threatening basls for dliscussing
thelr knowledge and bellefs than simply asking questlons.

T

Emphasize that these are private, sensitive toplcs; some things
that may be discussed In public In one culture &re Indecent for
conversation In another culture. Particlpants need to have a clear
ldea of thelr own bellefs, practices and feel Ings related to these
toplcs through cross-cultural tralning. Thelr own blases or
“"cultural baggage" they carry to thelr work site will affect
participants! own reactlons to ths soclal rules they encounter as
well as thelr ablllty to work effectively with both men and women
In the culture.

174
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Step 2 Dlscussion of Hatlonal Pollcles and Programs
(20 min) Related to Chlld Spaclng

Distribute Handout 35A (Natlonal Programs and
Policies Related to Chlld Spacing) and facilitate a
discusslon that Includes the visiting health worker
and hls or her experlence working with this
system. Link thls dlIscussion back to Session 6
(Health Care Dsliverv Systems)., Some Important
toplcs for dlscusslon liciudes

- How chlid spacing programs and factllties fit
Into maternal and child health care services.

- Where and how partlclpants can refer community
members who ask them for advice or supplies
for spacing chlldren,

-~ How government programs and poilcles compare
with the local bellefs and practices just
discussed.

Tralner Note

If there Is a great difference between government expectations
regarding chiid spacing and vlilage realltles, have particlpants
discuss how they can deal wlth thls In thelr work. Also stress the
importance of using the termlnology that the country uses in Its
chlid spacing programs.

If the government does not promote child spacing, discuss the
reasons behind this. For example In some areas different ethnic
groups are also polltical groups that do not want to reduce their
force In numbers rejative to the other groups. Certaln religlious
rules make It difflcult for the government to take a position on
chlld spacing In other seitings. If this Is the case, partlcipants
need to discuss how to work In thls kind of situation.

if approprlate for the couniry situatlon, discuss Issues noted in
arn, Chapter 23 (The Politics of Family
Planning).
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Step 3 The Benefits of Chlld Spacing

(30 min) @

Use a plcture story such as the example In Tralner
Attachment 35B (Child Spacing Plcture Story) to
start a discusslon of the soclal and health
benefits of child spacing. Also discuss when and
how thls plcture story technique can be used In
discussing chlild spacing with people In the
commun ity.

Traliner Note

See Concepts and !ssues In Famlly Planning PP.29-43 for a summary
of the beneflts of famlly planning.

Step 5 Revlew!ing Reproduction
(15 min)
Use Tralner Attachment 35 C (The Menstrual Cycle)
to present the baslic concepts of human reproduction
necessary to understand how varlous methods of
contraception prevent pregnancy., Emphaslize +the
ovulatlon cycle and the times during the month when
a woman can get pregnant if she has Intercourse, @

Step 5 Review.ng the Methods of Spacing Children

(45 min)
Divids Into flve small groups, Ass!gn each group
one contraceptive technique to review and prepare
to present to the large group. DIstribute Handout
35B  (Methods of Contraceptlon). Ask them to
Include:

- How does the method work In relation to the
reproduction cycle.?

- How effective Is the method?

- Does the method have side effects?

- How acceptable Is the method for the Jocal
culture?
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Select contraceptive %echniques that are available In the country
in the community. Inciude mechanical,
chemical, behavioral, and systemic .methods If possible, Provide
the contraceptives, and* visual alds to use in thelr
presentations. Make vyourself and the visiting health worker

and accesslble to people

samples .of

Tralner Note

avallable to answer questlions.

Step 6
(45 min)

Step 7
(20 min)

Presentations on Child Spacing Methods

Have each group glive their piresentation and answer
questlons. Ask the v!siting health worker to help
in answaring questions.

Also discuss how the presentations could be
modified to use In a community and a clinic. Ask
the vislitor to give her viewpoint as well.

Dealing With Rumors About Child Spacing

Begin this activity by asking participants to
stand In a circle. Whisper a message Into one
person's war and ask them fto whisper It fo the next
person and so on untll the message goes all the way
around the circle. Ask the last person to repeat
the message and dlscuss how and why it changed
going around the circle.

Divide Into four teams. Give each team a sheet with
a child spacing rumor. Give them 15 minutes to
prepare an approach to deal with the rumor in the
community applying what they learned in +this
session, Explain that they will act out thelr
solutions for the rest of the groups. Encourage
them to use visual alds from the display In the
room, If approprlate.

s -‘} 77
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Tralner Hote

The whispering game should result In a discussion of the way that
correct Information can become misinformation when It Is passed on
from perscn +o person. Make sure the message Is long enough to
assure some distortion of meaning by the time it reaches the last
person, Be sure to dlIscuss the Importance of continued health
educatlon to reduce the circulation of misInformation. Also dlscuss
ways that bellefs and soclal rules |Jead people to modlfy
Informatlon to fit those fami|lar notlons.

You wlll find examples of common child spacing rumors In Tralner
Attachment 35C (Dealng With Rumors about Chlld Spacing). If
possible ask the health workers to heip you select rumors that are
common In the local area. lInclude as one of the rumors the %joss
of viriilty" from child spacing and discuss male responsiblilty In
chlld spacing using Trainer Attachwent 35E (Male Responsibility
Program),

Step 8 Presentatlons and Wrap Up

(60 min)
Have each team present their soluilon. Ask the rest
of the group to act out +the part of communlty
members, and bring up additlonal questlons and
problems as they think the comnun ity would respond,
Ask the heaith worker to particlipate as well.

After each solutlon Is presented, ask the health
worker to briefly dlscuss how well she thinks the
solution would work In the local community.

Wrap up the sesslon with a dIscussion of +the
fol lowlng questlons:
- The most difflcult thing In +this session
WaSees
-~ The most Interesting thing about +his
sesslon was...

-708-
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Table 2.1, Behavioral Methods

Disadvantages Instructicns to
Method How It works Contraindications Advanteges Including sice effects Care Giver end Client
Naturel famlly | Periodic ebstinence. | Irragular menstrual | Available, Requires high motivation, Keep careful record of menstrusl
plaming Avoiding sexual poriods, No cost. initial end continiing cycle for ssveral months prior to
- Rytha Intercourss a few Safe. counseling. relylng on the calendar method,
= Calendar days “sfore the Acceptsble to Restricting. Leamn (o distinguish characte-
« Basal Body tise of ovulation religious Requires intelligence ristics of mucus and record.
tecparature and after, Froups that t0 understand meaning of Client must leamn how to take
- Mutus oppose othe €87, ovulation snd tarperature and to check vaginel
rathods. tests for mucus, RS,
Low uss effectivenass. Knovledge that douching, vagingl
May bo difficult to cdo If infection, sewmen, luricants, and
senatrual pericds ars norrel lubrication from sexual
irregular. arousal can changs naturs of
vaginal muxcus,
vithdrewal Penis is withdramn |Lack of cantrol Avallable. High failure ratas, Technigue usually leamed outsice
(coftus from vegina prior to by male. No cost. Although there are no physical | of health resources. However,
intsrrwptus) gjaculation, No cavices. sice affects, it can diainieh | client may need source to snswer
Seeen spilled avay No chemicals pleasure for both partners. qustions,
froa vagine, Epargency May causs anxiety in femals
mothod vhen that withdrawal asy not bs soon
others not «snough,
availsdle. May cause anxiety in mele that
Private, he may not be eble to
Effective on withdraw at tha hoight of
& £ass basis. his pleasurs
Traditional
Prolonged” Tends to.mppress “ Koo Multiple bene- Not corpletely Explain advantages of fully
lsctetion, ovulation after rits to mother predicteblo. breast-feeding (no supple-
childoirth for var~ and child. Ovulation can recur at mentol feeding end nursing
a0us periods of tims, No cost. any time. day and night) to obtain

179

maxims contraceptive effect.

whan ssxual sctivity is resumed,

it 1s safer to use soms other kind
of contraceptive after 4-6 wesks
post partum, when menstrnumation
resumes, or supplenental feeding s
given to baby. Leck of menstruation
rot a reliable sign of no avuletion.
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Teble 2.1 Behavioral (continued)

nars without penis-
in-vegina inter~ .
course,e.g. touching,
patting, hugging,
dancing, masturbating
{whore culturally

scceptable)

Cen be used when
there is pain or
inf2ccion in
genital area of
either partner or

after surgery.

Disadvanteges - Instructions to
Mathod How It ¥orks Contraindications Advantages including side effects Care Giver and Client
Treditionel Abstinence None Multiple bensfits Not conducive to modsm Usually criterie for retum
separation of to aother snd child. patterns of living. to husband are set by tradition.
maritsl partners Disruption of marital Often stats of maturity of
after birth of Mother can devote relationship. the child is key.
of beby. rore tice to new
baby and regain
strength without
. fear of anothsr
pregnsncy.
Baty nearly -
always breast-fed,
develops closensss
to eother and
receives stimulation.
Polygesy Provides periods Logal restrictions | For individual Hocdern 1iving and shift Nona
of separation. in seny countries. | female, may shorten to urban areas not
frequency of conducive to multiple
sexual activity households.
and exposure to Increass in legal
pregnency. restrictions.
For individual male,
tay increase total
mswber of children for
whea he is responsible.
Onns, eggic Deponds on Local Use of tredi~ Very low effectiveness. None,
talissans, tody |asccoepanying prohibitions.- tional methods Instructions usually
movement. behavior. and beliefs. given by local chiefs,
modicine mon, treditional
birth attendents, or elderly
female, fanily acabers.
‘Sex without Expression of caring None. No nossibility of Strong oblection on Discuss advantages provided
intercourss. and forxness of part pregnency. part of one partner. by this sethod.
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Methods

How it Works

Table 2.2.

Contraindicaticns

Mechenical and Chemical

Adventages

Disadventages and
side effects

Instructions to Care Glver or Client

Condoms, 3130 called
sheaths,

Many trade names and
local dialect remas,

—

A sheath of tubber provides &
mechanical barrier to sperm.
Fits over erect penis.

Some males cennot retain
erection when condom is used,

Not expensive, generally
availsble,

No prescription needed.
Highly effective when used
correctly.

Increased effectiveness when
used with spermicides.
Permits male take
responsibility.

Effective protection against
sexually transmissible
disease.

Necessary to interrupt coitus
to put it on erect penis.
Reduces sensitivity for mele.
Condoms csn break or tesr.
Some women find it
unconfortable.,

Rarely produces allergic
reaction.

Use condom every time one has coitus.
N0 preliminery contect of penis with
vagina befors condor is put on.

0n removal, hold onto condom to evold
spilling eny fluld that s inside.
Some couples prefer to use foom or
spermicides with condow, to aid in
lybrication and effectiveness.

Store in as cool a place as possible.
If condom brcoks or tears, woman
should insert contreceptive or foem
into vagine immediately.

Oisphroge, cervical

Y

-1t~

Provides mechanical barrier to
prevent spemm from entering -
worb.

Inserted into vagina.

Sized to cover cervix end fit
snugly behind pubic bone.
Cervical csp fits over the
cervix.

A-th usually used with
contricintive jelly or cremm,

Allergy to rubber.
Unsatisfectory fitting.
Inability of client to learn
insartion technique.
Repeated urinary Infections.
Abnormality such as uterins
prolapse, cystocele,
rectocele, vaginal fistuls,
etc.

Negligible health risk.
Procedure is simple, once
leamed.

Highly effective when used
with spermicids.

May protect agsinst sexually
transnissible diseases.

Initially must be fitted by a
physician or prepared fanily
planning worker.

Occasionally cramps, pain anvi
infection may be aggravated by
diaphragm us=.

Usually caused by fallure to
clean it properly or poor
ritting.

Some environments not
conducive to use-no timing,
lack of cleaning facilities,
lack of privacy.

Inspect for holes and weakened rim.
Timing-dieghragm or cap must b2
insertad before coltus sterts.
Thorough instructions about Insertion
end removal.

Do not remove for 6 hours after last
coltus.

New application of spermicide needed
if coitus is repeated.

Do not use vaseline as 8 lubricent as
it destroys rubber.

Sponge (new)
irpregnated with
spermicida.

Provides 24-hour protection
over cervix by mechenicel
barrier and spermicide,

vaginal irritation.
Anatonic abnormalities as
described ebove.

Does rot need to be fitted.
Can be inserted by client.
Has strings for aiding
removal.

Appropriate for times of
inTrequent {ntercourse,

Can be used only once.
May cause some vaginel
irritation,

Instructions about insertion anc
removal.

Do not remove until 6 hours sfter
last coitus.

184
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Mathod

How it Works

Table 2,2 Mschanicel snd Chemizal {cont inued)

Contraindicstions

Advantages

Dissdventages

Instnuctions to Care Civer and Client

Intreutering devices
(IW or IXD)

Meny types, eg.,
<lopes Loop, Saf-v-
Ccila, Copper-T,

Immobilizes sporm,

Incresses mobility of ovum in
fallopien tubs,

Increases production of
prosteglendina which inhibit
implantation,

Prevents fertilized egg from
attaching itsslf to wall of
uterus,

History of pelvic infection.
Suspected pregnancy,

Corvical or uterine
nalignency.

History of ectopic pregRaCy,
uterine blesding,

Abnormal yterine shape
(fibroids)

Cervics! stonosis.
Uncontrolled sneaie.
Diabetics more prone to
infection.

If thore are ne pesources for
prompt medical care In case of
complications.

High effectiveness,

Completely coitus independent.
Doss not require constant
motivation,

Device cen stay in uterus long
periods of time if no untowsrd
symptoms,

Attractive ortlon for
multicirous woren with qll the
chilriron they want.

Requires skilled and
experienced personnel for
insertion,

Wost comeon cosplaint s
bleeding which noods
evaluation 1if heavy.
Crenoing end low beck pein
usually trsnsient,
Occasional perforstion of
uvterine waii.

Severe cain « rule out ectopic

pregnency.
Explusion may not be detected.
Lost strings nasd to bs
carofully investigeted.
Occasioral fever, chills as o
result of pelvic infection.

Describs insertior procedure.

Teach how to fesl fur strings, what
to do if they cannot ba felt.
Explain common side effects.

Teach possiblo meuning of delayed ox
no period.

Provids resource for emergercy end
followsp care.

Vesiral spermicides.
{suwpnoeitories,
cTecms, jollies, foem,
teblets),

1

2 covponentss

L. Inert bate to hole
tporaicidal agent in vegine
a0ainst the cervix.

2. Spsrmicidsl chemical which
destroys the sperm,

Allergy.
Not sufficlent i{f used alone

and risk of pragnancy is
critical,

Adds to effectiveness of
condows end dlsphrages.
Serves as a lubricent,

Mey prevent transmission of
0% zaxually trensmissibls
infections, especially
gonorrhee and trichomoniesss.

e e et e e

High failure rate when used
alom,

Must ellow time for dissolving
after applicstion.

Messy, sticky substence
unpleasent for sows,
Difficult to krow \twn fooe
cans rn out,

Mey csuse irritetion in vepine
or or penis,

Describe and deasnstrets insortion
proceduse.

Cleensing procsdures for egquipment.
Do not doucha until at laest 8 hours
after last Lirtercourse.

Repeat insezticn eech time
intercourte cocurs,

156
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Table 2.2 Mechanical and Chem{cal (continued)

Disadvantages and

Hethod How it works Contreindications Advantages side effects Instructions to Care Giver and Client
Oouche Theorotically, washes scmen Heavy vaginal discharge, pain | Many women like feeling of Practically no effect as a Client should kow that douching {s
out of vagina, in pelvic area, infections cleanliness. contraceptive becsuse sperm uurelisdbls and why.
should be investigated. resch corvix within seconds of
ejsculation,
Way disturb normal condition
of vagina,
Harmful 1f strong chemicals
are used in douche water.
Traditional
Lemon The half of & leson, hollowed ] Raw, inflawmed vagina. Effectiveness not known, but | Unknown effectiveness. Client shculd be told about mathoo
out forms a dome. thought to be quite high if Detailed preparation. ond how to do it, if interested.
Inserted in vagina over done correctly. !
cervix. Available,
Acts like a diephragns. Not expensive.
Lenon Julce is acid and has
soms speraicidal effect.
Cloths, sponges Substance soaked in vinegar or| Raw, inflawwed vagina. Availsble. May introduce unclean Client should know of possibility of
leron juice provides s barrier substences and Jwuss infection and probebly low
and spermicide, placed in infection, effectivenass,
vagim, ; Unknown effectivenass -«
| probanly low.
1
Grasses, leaves, pods, |Placed 13 vagine form barriar | Raw, inflsweod vagina. fvailedble, Danger of infection, injury, |{Client should lnox of possibility of

dung, and other semi-
solid meterials.

to sewen,

allergic reaction,

‘nfoction and probebly low
affectivenass,

JR3
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Hethods

How it vorks

Table 2.3. Systemic

Contraindications

Advantages

Disadvantages end
side offects

Instructions to Care Giver or Client

Oral contraceptive,
“the pill*”

Many preducts, but
essentislly 2 kinds:
1. cosbined estrogen
and progestin {n
various dasages

2. Progestin only
(mini-pi11),

[SSWY
(v

Swworesses ovulation.

¥ekes cervical mucosa hostile
to sparm.

Mekes uterine 1ining hostile
to implentation,

Ansolute

Thrombosis.

Heart Disease.

CVA (Stroke).

Cancer of breasts or
reproductive organs.

Liver disesse,

Pregnency,

Relativs

High blcod pressure.
Migraine headaches.

Age (over 40).

Smoking,

Diabetes,

Cervical dysplasia.

Gsll bladder disease.
Sickle cell disease.
Undiagnosed abnormal vaginal
bleeding.

Sone medications such as anti
sefzure drugs.
Caution
Depression,
Asthma,
Epilepsy,
varicose veins,
Uterine tumor.

Nearly 100X e Tectiveness.
Independent of sex act.
Feversible.

May be dispensed by non-
professional personnel using
checklist of contraindications
and side-effects.

Benefits: (non-contraceptive)
Henstrual cycle

Decreases cramos.

Shorter perfods.

Oecreased blood loss.
Regulates periods.

Eliminates mid-cycle pain of
ovulation.

Treatment of Endometriosis
Irreguler menses

Decreased instances

of Ovarian cysts,

Rheumatoid arthritis,
Fibrocystic preast.

Decreased risk of gvarfan and
endoretrial cancer.

Decreased risk of pelvic
infection and ectopic
pregnancy.

Safer than pregnancy,
Ameliorates anemia,

Requires high degree of
constent motivation.
Serious complications may
cause thromboembol fsm,
Cardlovascular symptoms.
Abdominsl pains.

Chest pain.

Leg pain (calf or thigh).
€ye problems - blurred vision
or loss of vision,
Headaches.

Gall bledder disease.
Side effects are ususlly
minor,

Nausea

Fluid retention.

weight gain.

Spotting.

Cloasma,

Breast tendamess,

Mild headaches,

Urinary infections.
Vaginal irritatfon and
discharge.

Depression.

Change in sexual desire.
Combined pills may reducs
volune of breast milk in
lactating mothers (Progestin
does not. )

Discuss cosage, frequency.

What to do £f pill is omitted.
Mscuss danger signals.

Explain afnor side effects.
Reassurance.

Cencer fears unfounded.

No effect on subsequent pregnancy.
Need for reporting side effects
(follow-up).

May only need a chenge In pill
(sdjustrent of estogen/progestin) .

b,
)
<
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Mathods

How 1t Works

Teble 2.3. Systemic

Contraindications

Adventages

Oisadventages ond
sids effects

Instructions to Care Giver or Client

Injection of long-

sctinrg progestins.
Commcnly inown as

Suppresses ovulation.
Produces thin lining of
endoretriue and thick cervical

Generally contraeindicstions of
*pills® (sze above) are
spplied although the basis of

¥ell accepted by clients.
High effectiveness.
Low compliications.

Moy produce amenorrhea.
Delays retumn of fertility.
Possible headaches, bloated

Explalin how method works.
Suggest use of enother contraceptive
for first 2 veeks after shot.

Silastic capsules
containing progestins.

Slow release of progestin.

injections.

effectiveness. Requires no
action by client.

Still in trial steges.
Same potentlal side-effects as
other systenic methods.

Dego-Provers mcus, this spplication is Glven at 3-6 month intervals. |abdomen, breakthrough Explain possible side effects and
questionablesince there is no |Privacy. bleeding, or weight gain. what sysotoms to report.
sstrogen. Does rot require constant Incidence of cancer in Discuss possible celay of fertility.

rotivation. latoratory animals is not
Does rot suppress lactation. [confirmed in humens.
Yreditionsl belief that
injections are better than
redicine by mouth.
Useful for women desiring ro
more children, who do not want
sterilization,
Other Insrcted under skin. Sare as for "pill* end Long-term (up to S-year) Capsule must be removed. Explain method.

Describe possible sice effects end
wtat symptoms to report.

veginal rings snd 1UDs
ispregnsted with
progestin.

Combines systeaic and
sechanical action,

STILL IN THE EVALUATION STAGE.

NOT GENEFALLY AWMAILARLE,

Orugs, roots, berbs
taken by south.

(29~p6 *dd BUTUUETI ATTUEI UT SONSST PUT S IEooU0Y)

Joubtful contraceptive effect.
May cause sbortion.

Unimomn--use should not be
encouragey.

Oouwbt ful.

Dengerous. May cause buming
of gastro-intestinal trect end
other systemic effects.
Unknown .

Oiscussion with client of doudtful
contraceptive value and possible
dangers.
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MOTHERS

$ AND CHILDREN

BULLETIN/ON INFANT FEEDING AND MATERNAL NUTRITION

g.;..‘;?wloz

Child Spacing: for Maternal and Child Health

by Sandra L. Huffmon

Child spacing, the length of the intervals
between births, affects the heaith of
both the mother and her children.
Evidence from developing countries
ilustrates that birth intervals less than
one or two years are deirimenta’ to
children and the mother n terms of
nutritional status and mortality.

Short spacing between birth: and
large family size are often associated
with low socioeconornic status, which is
also linked to high razes of malnutrition,
morbidity and mortality. This makes
isolating the factors of nutritional status
and mortality' more difficult. It s
important therefore to control for
socioeconomic status when studying the
effect of child spacing on health.

Studies in Candalaria, Colombia,
have shown that as the number of
chidren in the family increases. the per
capita expenditures on food decrease.
When families of similar socioeconomic
status with 2 adults and 2 children were
compared to those families with 4
children, one study found nearly a 500
keal. difference in foad consumption.
Where increases in family size are
associated with decreases in food
expenditures and food consumption, it is
evident that increasing spacing between
births will ensure more food availability
for children.

Aside from influencing general food
availability, birthspacing has an impact on
breastfeedin; duration. A major problem
for the older child in a short interval is
early weaning. One of the most
common reasons for early wearing is a
new pregnancy. In a study in Senegal,
one-third of all children were weaned
because of a new pregnancy Mortality
was much higher among those weaned
too early, and the probability of death
within one year following weaning
increased by 50-150 percent.

Similarly, the nutritional staws of
the older child is affected by birth
spacing. In the Colombia study, the child
born before an interval less than 2 years
was much more likely to be
malnourished than the child who was 2

or more years old before the next
sibling was born. A similar finding
emerged in Thailand, where the percent
of children malnourished was 70 percent
for children younger than 2 years when
siblings were born, 53 percent for those
over two years, and 37 percent if there
was no subsequent child born.

Inadequate birth spacing also
influences the nutritional status of the
child born after the interval. In general,
birth weight increases with birth order
up to the fourth or fifth birth for young
mothers age 15-19 years, and mothers
age 20-24 yzars. In contrast, higher
order births (more than five) are
associated with increases in the
proportion of low birth weight infants,
presumably because of short spacing. It
has been suggested that low birth weight
is in part caused by negative effects on
the mother, referred to as the
“maternal depletion syndrome." This
means that inadequate spacing between
births does not allow the mother the
necesszry time to replace resources
used during the previous pregnancy,
Such results were noted in studies in the
United States and India.

-717-
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A study in the U.S. matched births
within | year of the previous full-term
pregnancy to those that were over |
year. The variables used were hospital of
birth, sex, race, and socioeconomic
status. The study found a significantly
farger mean birth weight in nfants born
after fonger intervals. In the study, short
spacing was a result of biological factors,
not socioeconomic differences between
the two groups. An interesting finding
was that intelligence scores for childen
at four years of age were significantly
lo.ver in the short birth interval group.

Major increases in mortality have
been noted among infants born after
short intervals, A recent analysis of the
World Fertility Survey in 29 countries
found that children born after intervals
greater than 4 years had significantly less
risk of mortality than those born after
intervals of 2 years or less. The study
did not control for sociceconomic
status, which may in part explamn the
results. Another study which controlled
for maternal education found lower
mortality rates for children born after
birth intervals of more than 2 years.




Child Spacing

Studies conducted by the World
Health Organization have found similar
results in India, Turkey, Lebanon, and
the Philippines. Mortality was higher
among children born after intervals of
less than | year, and mortality
consistently decreased for children born
after 3-4 year birth intervals.

In Ecuador research has found that
the mortality rates of children born
before or after short birth intervals are
substantially higher than those born
preceding or following longer intervals,
When pregnancy occurred within 2
months of a previous surviving birth,
infant mortality of the subsequent birth
was nearly 3 times as high as for
children born when pregnancy occurred
3 to 14 months after a previous birth.

Birth interval has also been shown
to affect infant mortality in Malaysia and
Bangladesh. In Ma'aysia. when the birth
interval was less than 15 months, the
infant mortality was significantly greater
than when a longer interval preceded
the birth. In Bangladesh. post-neonatal
{1-12 months) mortality declined from
42 deaths per 1000 live births for
intervals of less than 12 months, to 23
deaths per 1000 live births for intervals
of 12:24 months, 1o IS deaths per
1000 live births for intervals greater
than 24 months.

Recent analyses conducted at
Princeton University using data from 25
developing countries flustrates a

(From: "Mothers and Chlldren: Bulletin on

Sesslon 35, Tralner Attachment 35A
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substantial i/mpact of spacing on child
mortality If all births were spaced at
least 2 years apart. infant mortality can
be reduced by 10% and child mortality
{ages 1-4 years) by 16%.

Increasing spacing between births 1s
an important way to promote the health
of young children and mothers, although
many of the benefits of birth spacing
may be indirect. The mother has more
time for each child—to breastfeed, to
prepare weaning foods, or to care for a
sick child. Her other work
responsibilities are less of a physical
strain if she has fewer young children to
care for. Increased birth spacing may
also mean that there is more food
available for the family, and dlness and
disease may be reduced because of less
crowding in the home.

For the first child, increasing spacing
provides the advantage of longer
breastfeeding and maternal attention,
For the child born following the interval
Increased spacing will mean a greater
chance for a higher birth weight. The
risk of mortality of both children is
reduced when the interval between
births can be extended because of the
nutritional advantages, increased
maternal attention, and possibly lowered
rates of infection among children more
widely spaced.
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PICTURE #1: Fatu and Musu are good friends. They grew up in the village
together. Both of the girls grew up to be fine, fat and healthy. When they
becamz older, they found men who really loved them. When they were both 16,
they got married to different men at the same time. Fatu married Flomo, and
Musu married Kerkula.

-
.
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2 PICTURE #2: Soon both of the women got pregnant, When the time came, both
mothers delivered fine sons. After the babies were born, both women carried
their sons to the c¢linfc. They learned different things about keeping their
babfes healthy and about staying strong themselves. (?ne thing they ?earned

N ebout was child spacing. Each woman went home and advised her husband about

> |CLINIC what she learned.

&
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PICTURE #3: When ratu went home to Flomo, he found what she had to say
interesting. MHe was convinced that it was good to use child spacing medicine
s0 that his wife could rest before their next baby was born. They went to the
clinic and listened to the nurse. She explained that children can not be born
to close together, or they will be weak. Just like farmers %now corn cannot

S be planted too close together, or the plants will not grow big. She explained

S et the different child spacing methods, and Fatu and Flomo agreed on a method to
\ use together.

as te Seasme apreste
\

Heture) Chiie Spesvay

h_"-"""""':':é When Musu went home to her husband, Kerkula, she found that the man was
against the idea of child spacing. He wanted to have as many children as
quickly as possible.

PICTURE #4: One day the two men met out on a farm. Flomo reeted his fried
Kerkula and said, “My friend, you are looking happy todagy! What news;"
Kerkula said, “Ah, yes Flomo, today I have gnod news. Of course you know that
two months ago my wife Musu bore me my first son and made me 3 proud man.
Well, I just learned that the woman has belly againt Soon I will have plenty
of children to work on my rice farm, and I will be a rich man!®

-G 30 Z abeyd
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When Flomo heard this he laughed to himself. He said, “Kerkula, 1

large family so that I will one day be a rich man myself. But 1 §§°a";23n;
man now and 1 will take time with having more children. My own wife, Fatu
bore me a fine boy the same time your child was born. He is strong ana
healthy. Because we want him to remain healthy, my wife and I are practicing
child spacing for two or three years. When that time has passed, we will have
another child. 1 know it is better to wait two or three years between each
baby. That way the children and the mother will stay strong. Of course, it
will take some time, but one day I will have a family bigger than your own!
It is foolish to have children so close together. The children will not be
healthy. You will see that my way is best!*

The men parted and went their separate wa
ys. Each thought the other was
;:o“;h Each man thought that his way was the best way to have a large
m .
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PICTURE #5: Before Musu's baby could walk, her second baby was born. Two
months after Mysu delivered her second baby, her first child became very
sick. Since Musu did not have enough milk for two babies, the first baby was

taken off the breast. He became very weak and dry. It was not long before
the poor, sick child died,

Husu wds very sad her first baby died. She also felt afrafd that the new baby
would 90 back too. Even the new baby was looking very dry and smali. And
those were not the only things troubling Musu. Site knew that she had belly
again, and she was feeling too wesk and tived.

PICTURE #6: It was not long after Musu's third baby was born that her second
child died. Musu was very troubled. She knew that she must do her bast to
keep her third baby healthy. She was afrafd that she might even have bally

again, for the fourth time. She herself was no longer fat and fine, She
looked very tired and dry.
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Cne day Musu saw Fatu in the market. Fatu had her fine, fat
Musu called to her, “Oh, Fatu, my sister, {t's me your old

PICTURE #7:
child on her back.
friend Musul®

-+

She said, "Oh, my sister Musu! I dide’t know you. You're
What happened! You haven't leen well in body? And,
I'm sorry for yJu because your first two

Fatu stopped.
looking Strange to me .
oh, your baby is so small and dry.
babies dfed.

"Yes, Fatu, it's rough this time. My first baby tay and my second baby, a
girl, went back. And now even my third baby is not goou. I have belly again,
and 1 an too tired this time. But you, my friend, oh you're 2ooking too fine
and your baby is fat and beautiful.”

Fatu said, "My sister, ever since 1 bore my boy child, my husband and I have
been practicing ch’id spacing. Now that my son is almost three years old, and
w:iareibo:E stror; in body, 1 am pregnant again. We thank God for everything
this time

Musu listened to Fatu explain about the way she and Flomo practiced child
spacing.  Because she was very tired and wanted to rest, Musu was very
interested. But she knew that her own stubborn husband would never agree to
child spacing and she was discouraged,

~e2L-

63 PICTURE_ #8: One day, 3 few months after the women met in the market, Kerkula
and Flomo met fnside a cookshop. When Flomo saw his old friend, he said, *Ah,
Kerkula, my man, I haven't seen you for a long time. What news this time?"

"Well, my brother,” Kerkula said, *1 am sorry te say that things are not good
with me. The first two babies my wife bore me have already died, and our
third child is very weak and dry. My wife, Musu, is not well in body and is
looking dry. I am convinced someone is witching me and my family! That is
i - why a1l my children die and my wife is weak."

Cororts Conom
Cesassee

rae ot o
bote wme boera

What kind of things are you talking, Kerkula? HNo one is witching you or your
family. You are not practicing child spacing, so your wife will soon be a
tired old woman, if you do not let her rest. 1 thank God, because my wife and
1 are well in body, and we have 8 strong boy child and a fine new baby girl.
Ain't 1 told you before that we are serious about child spacing medicine?
Fatu will not get belly again until the new baby is big. One day, I know our
family will be large past your own, because we are taking time to space our
children. But you, Flomo, are suffering! Your children die and your wife is
weak because you are a stvbborn man! If you would learn about child spacing
business, your children would not die. And your wife would have time to get
strong again.

201

When he heard this, Kerkula was shamed. He decided 1i was time to learn about
ghild spacing methods, so that he would have a healthy wife and family one
ay.
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PICTURE #9: So Musu and Kerkula went together to the clinfc. The nurse there
was kind and patient with the unhappy couple. They listened to the nurse as
she told them these jmportant things about child spacing:

"My people, long ago, life was very hard for mothers and children. Few
babfes 1ived long enough to become strong health boys and girls.

Today, people know that thefr babies can live and grow up strong and healthy
if they practice child spacing and other good health habits.

Too many babies too soon means that the children will be sick and the mother
will be weak. Child spacing means helping mothers and children to be strong

and healthy.”

So Musu and Kerkula learned about the different child spacing methods and
agreed to use one of the methods together. They also remembered what the
gur:e told them about caring for their young baby, So it too would not go
ack.

PICTURE #10: After many years went by, both Xerkula and Flomo were rich men
with fine families. Flomo and Fatu had five grown children who 211 worked
hard on the farm and made them proud. They were satisfied because they had
taken time to space their children, and 211 had remained healthy and grew to

be adults.

Because Kerkula and Musu were late to practice child spacing, the; did not
have as many 1iving children as Fiomo and Fatu. But after they started to
practice child spacing, they found that their babfes lived to be healthy,
grown children. Kerkula was glad to have a healthy wife 2gain, &nd his three,
fine children gave him happiness in his old age.
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THE MENSTRUAL CYCLE

WHO: 15 nurse aids.

WHAT: the nurse aids wiil be able to explain the changes in tne lining of the
uterus and the ovaries that occur during menstrual cycle.

WHERE AND HOW LONG: in a room at the district health center, for 15 minutes.
TEACHING METHODS: group discussion and lecture.

VISUAL AIDS: 1large paper or cloth figures with movable parts, chalkboard.

HOW TO KNOW EFFECTIVENESS: -students will use the visual aids to accurately

explain the changes in the ovaries and lining of
the uterus during the menstrual cycle.

STORY

Menstruation is the regular
bleeding in women during the
years when they can bear
children.

How to use:
Tape a large picture of a woman to the chalkboard.

This bleeding is the shedding
of the thick 1lining of the
uterus that takes place each
month.

How to use:
Tape or pin a paper or cloth uterus to the picture.

205
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How to use:

Tape a larger picture of the uterus and
ovaries beside the picture of the woman.

[ ]T
How to use:

Remove the picture of the woman. Tape a

picture of the uterus with a thick lining

beside the other picture.

@ulﬁ ion

How to use:

Remove the picture that shows the thin
lining. Write ovulation on the chalkboard
Move the egg on the wire fromp the ovaries
through the fallopian tubes

-726-
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STORY

Every month the lining of the
utergs thickens, preparing to
receive a fertilized egq that
could grow into a baby.

When an egg matures it leaves
the ovary. This is called
ovulation. Then the egg moves
slowly through the fallopian
tubes, taking about 6 days to
reach the uterus.
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Ovuletion

How to use:

Move the egg on the wire through the
uterus and outside the body.

Menstruation

How to use:

Erase ovulation. Remove the picture of the
thick lining and put up the picture show-
ing menstruation.

Summarize by repeating the same presentation

using the visual aids in the same way. Ask

one of t"e nurse aids to explain menstruation

using the ‘isual aids

STORY

If the egg is not fertilized by
a male sperm while in the
fallopian  tubes, it moves
through the uterus and outside
the body.

About 14 days after ovulation
the uterus begins to shed the
thick lining. This is called
menstruation.

(From: Teaching and Learning with Visual Alds pp.214-215.)
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DEALING WITH RUMORS ABOUT CONTRACEPT{ON

Rumors about family planning methods flounsh around
the world. Oral contraceptives (OCs) and intrauternine de-
vices (IUDs) especially are oiten the subject of exagger-
ated »r wholly fanciful accounts that circutate informally
wherever people—particularly women—gather. A com-
mon fear, shared by some health workers, is that revers-
ible family planning methods such as OCs and 1UDs will
make women permanently infertile. Such rumors may dis-

courage couples from using any contraception at atl (48,
92, 299, 367, 381).

In developed countries, despite recent epidemiologic
studies showing that OCs protect against ovarian and en-
dometrial cancers (106, 393), concern that QCs cause can-
cer is widespread (241, 329, 335). Reports linking con-
traceptives with cancer and other serious diseases appear
regularly in television, newspapers, and magazines.
Sometimes these reports are based on a single study, often

reported out of context, and sometimes they are purely
speculative.

In developing countries a variety of negative rumors about
contraception may circulate For exam-
ple, in 3angladesh some people think that using a condom
will make a man’s penis fall off (275). In Morocco some

women think that OCs vause heart palpitations and can be
used safely only by womer: rich enough to afford a bal-
anced diet {300). A common rumor in Guatemala is that
OCs are not absorbed but instead build up in the stom-
ach. forming a large mass (49).

Rumors such as these lead many people to believe that
contraceptives are dangerous. For example, in a survey of
567 Guatemalan mer, and women, 24 percent believed that
OCs permanently damage the user’s health (51). In Egypt a
survey of over 2,000 women found that 60 to 75 percent
thought that OCs and IUDs were unsafe, and 22 to 25
percent thought that male and female voluntary stenliza-
tions were unsafe (55). After interviewing women in six
developing countries, Perdita Huston noted,

Faise rumors about modern contraceptive methods are
often responsible for widespread fears about family plan-
ning. Everywhere 1 traveled, family planning workers told
me about the impact of rumors in hindering acceptance of
contraceptives. The ‘ales that circulate are sometimes ex-
travagant. In Kenvz, for example, | was told that there “was
a woman who got sick and had to be operated on. They
opened her brain and found her IUD.” Such rumors were
legion in ¢Il the countries [ visited. | was also to hear that
“gnce you take the pill you will become sterile,” and “pills
produce deformed children.” (199)

Rumors that modern reversible contraceptives cause per-
manent infertiity or birth defects are common. In
Botswana and Kenya, for exampie, some women believe
that OCs accuinulate in the uterus

“Taking the pill does not interfere with her work, and it does not bother her husband.” Thi<e pages from a brochure designed by
the Family Health Division, Ministry of Health of Botswana and PIACT refule a common rumor that OCs cause weakness in both the
woman and her husband. Accuraie and convincing communications are needed to dispel fears that may discocrage contraceptive use.

(Family Health Division, Botswana)
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ney think that surgery is necessary to remove the pills
before a woman can become pregnant (530). In the Philip-
pines some women fear that pills will accumulate in the
tody and cause deformities in children, even in children
conceived after women have stopped taking pills (299,
356). Rumors about permanent infertility after contracep-
tion may be most common and most frightening where
rates of infertility are high.

Rumors and Fears Discourage Use

In both developed and developing countries rumors and
fears about contraceptives discourage the use of family
planning. In a US survey of over 1,200 sexually active
adolescent women, for example, 27 percent reported that
they did not use family planning because they believed
contraceptives wera dangerous (526). Luella Klein, Presi-
dent of the American College of Obstetricians and
Gynecologists (ACOG), estirnates that more than three
million US women do not use contraception and put
themselves at risk of unwanted pregnancy because they
fear complications from contraception (241). Undcubtedly,
many more continue to use contraceptives but worry
needlessly.

Rumors and fears can have similar consequences in devel-
oping countries. A survey of 530 girls attending secondary
schools in Benin City, Nigeria, found that over 70 percent
were opposed to modern contraceptives because they
thought that these methods would harm their health and
future fertility. Most of the girls were sexually active, and
30 percent had had at least one illegal induced abortion.
At the time of the interviews, 44 percent were not using
any contraception, 10 percent were using unreliable meth-
ods such as coitus interruptus or calendar rhythm, and
only 6 percent were using OCs (332). Fear of infertility and
other complications from contraceptives exposed these
girls to the far greater risks of infertility, serious illness,
and death from infected illegal abortions (273).

In Egypt a survey found that women who thought any one
contraceptive was dangerous were less likely than other
women to use any type of family planning. Among those
who felt that OCs could cause disease in a healthy woman,
52 percent were using contraception. Among women who
felt that OCs were safe, 62 percent used contraception
(55).

Given the alarming nature of many of the rumors about
contraceptives, the fact that nonetheless many people do
use contraceptives testifies to the strength of their desire
to plan their families. After learning through interviews of
the rumors and beliefs about contraception circulating in
a slum area of Rabat, Morocco, Fatima Mermisst com-
mented,
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- women who do disregard the commumity’s cata-
strophic warnings against the pill and the IUD exhibit real
courage and nonconformity, dramatizing the desperation
of the young mother's need to space her children. Some—
usually the younger mothers under age 25—go so far as to

adopt a method they truly believe to be potentially lethal.
{300) .

Rumors of Infertility Affect Program Policy

Entrenched rumors about infertility have forced some
family planning programs to restrict the availability of cer-
tain contrzceptive methods just to be sure that there can
be no basis for rumors. While there is no evidence that
injectable contraceptives permanently impair future fertil-
ity, family planning programs in Mexico, the Philippines,
Sri Lanka, and Thailand have limited the use of DMPA and
NET EN to women who have had at least one pregnancy
(24, 38, 96, 278). These programs ~o not want to risk giving
injectables to couples who may be infertile for other rea-
sons but who would be likely to blame later reproductive
problems on injectables.

Rumors that reversible contraceptives cause permanent
infertility or birth defects may have particularly serious
consequences for both individuals’ decisions and program
policy. Scientific research in developed and developing
countries, however, provides strong evidence that, with
the exception of a few cases with the 1UD, such rumors are
false: contraceptive methods do not harm women’s future
fertility or the children they will bear. This research has
covered:

» oral contraceptives,

¢ injectables and implants,

¢ |UDs,

¢ barrier methods, including co.doms and sper-

micides, and
e periodic abstinence methods.

DEALING WITH-RUMORS

Despite accumulating evidence of the safety of contracep-
tives, rumors persist, particularly rumors that modern
methods can cause permanent infertility or damage to
children born later. If many people take these rumors
seriously, the rumors can discourage contraceptive use
and damage the reputation of a family planning program.
How can family planning programs combat these rumors?
A number of communication strategies for minimizing the
impact of rumors have been recommended. To date, how-
ever, there has been no systematic evaluation of programs
to deal with false rumors. Thus it is not clear which tech-
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A men’s community organization in Indonesia discusses the sup-
port among their members for family planning. Satisfied users of
contraceplives can provide convincing evidence to persuade their
neighbors to use contraception. (World Bank/Ray Whitlin)

niques will work best, Nevertheless, actions can be taken
to try to minimize problems. Specifically, family planning
programs can adopt the following strategies to prevent the
spread of adverse rumors:
Improve family planning services:
* help clients choose the most appropnate fanuly plan-
ning methods,
o counsel new and continuing users,
e follow up family planning adopters,
® educate men and women about reproduction and the
causes of infertility,
® train health workers and pharmacists.
Analyze rumors: )
¢ identify common rumors,
® Create a registry for rumors,
¢ trace rumors to their source.
Develop programs to neutralize rumors:
° useinterpersonal communication channels to change
attitudes,
¢ use satisfied clients as communicators,
® invoive local opinion leaders,
® develop good working relationships with local media,
* design multimedia campaigns to provide consistent
information.

Improving Family Planning Services

One way to minimize rumors is to provide good family
pianning services (381). Contraceptive failures and certain
side effects occur less often with good initial care and
follow-up. Also, helping women choose the most agppro-
priate method of family planning may avoid problems
later. In particular, 1UDs, which increase a woman’s nisk
of developing PID and related f tility problems (see
P- 1-710), should be discovraged fo&omen at high risk of
developing pelvic infection, specifically women with sev-
eral sexual partners or women who have had pelvic infec-
tions in the past. Also, women who want contraceptive
protection for only a short period of time—three months
or less—should not be given Depo-Provera, which often
prevents conceplion for six to nine months.

-731-
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Along with contraceptives, family planning programs can
provide some other services to preventirdertility and help
some men and women who think they may be infertile
(see Population Reporis, Infertility and Sexually Transmut.
ted Disease: A Public Health Challenge, 4, July 1983).
Means of preventing infertility that may be feasible in
family planning programs include STD screening pro-
grams and medication for people with STDs and PID.
Couples who are having difficulty concewving can be
taught to recognize when a woman is likely to be fertile,
using calendar, basal body temperature, or cervical mucus
methods, and instructed to time intercourse to coincide
with the fertile period (274). A few procedures for diagnos-
ing some causes of infertility are simple and inexpensive.
These include laboratory analysis of a mans semen and
monitoring of a woman’s basal body temperature and cer-
vical mucus to determine whether ovulation takes place.
Drugs are available that induce ovulation, including
clomiphene citrate and bromocriptine. These measures,
however, can help only some infertile couples. Other ma-
jor causes of male and female infertility—obstruction in
the reproductive tract, varicocele, and primary testicular
or ovarian failure—require expensive and complex treat-
ments which may not be successful. Nevertheless, even
limited services may reassure clients that family planning
programs are concerned with individual needs and not
just with limiting the number of births.

Counseling. Accurate and understandable counseling s
an essential part of any family planning service. In addition
to learning how to use family planning methods, clients
should tearn about both the advariages and potential dis-
advantages of the method they choose. This “two-sided”
approach may (1) increase continuation rates and (2) re-
duce the impact of negative rumors (381). Discontinuation
for side effects can be reduced substantially if women are
counseled as they start a method about what to expect. In
early clinical trials of Norplant, for example, the discon-
tinuation rate for menstrual disturbances among a group
cf users who were not carefully told about side effects was
10.5 per 100 women at one year (362). Among another
group, who were reassured that bleeding problems would
subside and that the irregular patterns had no harmful
effects, the discontinuation rate was 5.2 (¢32).

Careful counseling also can ease concerns over possible
long-term side effects. Women who are told initially that
DMPA can delay the return of normal menstrual cycles, for
example, may be less likely to worry about rumors that
injections cause permanent infertility. Also, they may be
less concerned if they do not conceive immediately after
>topping DMPA and thus may be less likely to spread
rumors themselves. Accurate information from clinic staff
also will increase the credibility of the program in the
community and may help discourage the spread of
rumors. Also, women who have had their questions an-
swered carefuliy and sympathetically by clinic personnel
ri:ay be willing to ask clinic personnel about rumors they
hear rather than just repeating them,

Follow-up of contraceptors. Follow-up of contraceptive
users also may diminish the spread of rumors. Short-term
follow-up of new users—within two to three months after
they start contraception—reinforces the decision to use
contraception. Family planning workers can reassure the
woman or mian, answer any questions about side effects
or proper use of the method, and discuss any rumors she
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or he has heard. This may lengthen use, increase satisfac-
*on with the method, and ultimately help to prevent and
10 counter negative rumors (381, 396).

Long-term follow-up may further reassure clients and fam-
ily planning workers that contraceptives do not prevent
the return of fertility. If programs accumulate their own
statistics on pregnancies after the use of family planning,
these data will reassure health workers and encourage
them to give realistic and accurate advice to clients (79).

Educating men and women about reproduction and infer-
tility. Along with information about contraception, family
planning programs should provide clear and simple infor-
mation about human reproduction and the causes of infer-
tility. Rumors tend to circulate and thrive when people
lack the basic knowledge underlying any new idea or
product (381). Since infertility is both feared and poorly
understood, some people may associate the voluntary
short-term protection provided by family planning meth-
ods with involuntary infertility.

The information people need varies in different areas. For
example, in countries whese malaria and sickle cell dis-
2ase are common, women must be told that these dis-
eases can cause spontaneous abortion and thus child-
lessness even in women who are able to conceive. In areas
where the length of breast-feeding is decreasing, the link
between early weaning and rapid return of fertility must
be explained.

Information about infertility is particularly important
" where STDs are common and basic health services are
limited. Misconceptions about STDs are widespread, and
few people know the symptoms of the diseases, how they
are spread, and their effects on fertility (21, 77, 251, 317,
358, 475, 512). In addition, by describing the protective
effects of OCs, condoms, and other barrier methods
against STDs family planning pro-
grams can show that these methods, far from harming
users, may help to protect future fertility.
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Training personnel. Training family planning workers care-
fully can improve the quality of services and reduce the
spread of rumors. Health workers are regarded as experts
in family planning, and consequently their comments are
accepted and believed (381). Poorly trained workers may
unwittingly generate rumors by giving incorrect or in-
complete information (102, 381). In the US, for example,
even doctors who are candidates for membership in the
American Board of Obstetrics and Gynecology often do
not know the risk of death from obstetric causes or from
OC use (241). Thus they cannot offer the women they
serve objective comparisons of the risks of contraception,
childbearing, or other activities. Family planning workers
should be able to list the different contraceptive methods
available, explzin how they are used, and accurately de-
scribe the potential side effects, disadvantages, and ad-
vantages of each.

In addition to technical expertise, family planning workers
must have communication skills. A 1983 meeting on the
acceptability of family planning, convened by the Eco-
nomic and Social Commission for Asia and the Pacific
(ESCAP), recommended that workers be trained in com-
munication as well as in technical areas. With better com-
munication skilis workers can provide technical informa-
tion in a sympathetic and comprehensible fashion (481).
They can also establish an atmosphere that encourages
clients to ask questions about rumors they have heard.

Recognizing the key position of family planning workers,
family planning programs in a number of countries are
including information about rumors in their, training pro-
grams (16, 150, 356, 381). In Ghana, for example, a training
manual about OCs includes an entire chapter on common
rumors about the pill and appropriate responses (150)

In Botswana the Ministry of Health is prepar-
ing a similar booklet for health workers on all contracep-
tive methods (531). In a 3-week Indonesian training course
for family planning field workers, half of one day was
spent on rumors—how to identify and rebut them (381).
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be feasible only in small communities where the person
starting rumors can be identined easily and where 2 con-
vincing rebuttal can be made.

Rumor registry. investigating rumors of serious side of-
fects may help to allsy fears. Roger Rochat recommends
that family planning programs set up a registry for rumors
of deaths that are reportedly due to contraceptives (380).
These deaths should then be investigated. This strategy
<an correct false rumors or, if deaths have actually oc-
curred, possibly identify flaws in faraily program services
that must be corrected. Reponis of infertility attributed to
previous contraceptive use might be investigated similarly.

Programs to Neutralize Rumors

Educational programs to combat rumors must use several
approaches. According to Donald Bogue and Patrick Cole-
man, defusing a rumor requires two strategies: (1) cor-
recting mistaken concepts and information and (2) chang-
ing negative attitudes or emotions (92). Misconceptions
about family planning methods can be fairly easily cor-

False Rumors About Family
Planning in Botswana

Family planning personnel in Botswana learned that
a wide variety of false ;umors circulate about family
planning. In response, the Botswana Ministry of
Health, Family Health Division, is preparing a book-
let to address these fears and counter the rumors by
giving accurate information (see p. J-719). These
rumors may be typical of the types of rumors that
circulate in countries around the world:

"Modern contraception causes infertility in men and
women, but especially in women with no children.”

“Contraceptives cause venereal disease.”

“The cond~m comes off during intercourse and gets
stuck inside the woman’s body and the woman will
have to be hospitalized.”

“Frequent use of condoms will weaken a man’s
strength, which may result in impotence.”

“The pills accumulate in the womb or cause sores in
the womb.”

“Women who become pregnant after having used
the pill produce abnormally large babies.”

“Pills are illegal and immoral because they kifl
babies.”

“The IUD travels into 2 woman’s body. !t may be
pushed in during sexual intercourse and will even-
tually lodge in her throat or brain.”

“The IUD penetrates the man’s body and travels in-
side it.”

“The IUD grows inside the body and can never be
removed.”

“A sterilized man cannot perform sexually.”
Source: sdapted from Larson (254)
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rected by providing accurale information through a variety
of channeis including mass media and interpersonal com-
munication. Changing feelings and attitudes is more diffi-
cult since the original rumors and the beliefs they gener-
ated were spread by trusted friends and family (92).
Interpersonal communication through the same channels
is most likely to change these feelings as well as to change
family planning practices (381). Combining mass media
and interpersonal communication, with one reinforcing
the other, is generally more effective than using caly one
or the other (381, 462, 511).

Interpersonal communication. Counseling clients and po-
tential users individually or in groups may be the most
effective way to combat rumors. Interpersonal commu-
nication, also known as 2-way communication, is consid-
ered the most effective means of persuading people to
change attitudes and behavior (19, 381).

Interpersonal communication is most persuasive when
the source of the information is trusted. Generally, people
are more likely to accept information from someone like
themselves (a homophilous source) than from someone
very different (a heterophilous source), as the research of
Everett Rogers has shown (381). Thus, sources who share
sccial, economic, and educational backgrounds with the
intended audience are most credible and most influential
in changing attitudes and behavior (485). Physicians tend
to believe what other physicians tell them, whereas village
women tend to believe what they hear from other village
women. A US study, for example, examined responses of
college students to taped.interviews about IUDs with dif-
ferent sources—identified as a college student, an older
woman, and a physician. Students who heard an interview
with a fellow student were significantly more likely to
consider using an IUD than students who heard the same
interview with the same information given by an older
woman or by a physician (83).

When any new or technical information is being con-
veyed, people tend to trust most someone like themselves
in most respects but who also has some relevant expertise
or personal experience (83, 381). Thus, effective commu-
nicators for dispelling rumors about family planning
would inciude women using contraception, village health
workers, and, particularly for rumors about future fertility,
women who have discontinued contraception and subse-
quently given birth (8, 102, 363, 396).

Satisfied contraceptive users can play an important role in
educating and motivating potential users (457). Studies of
vasectomy acceptors, for example, show that most men
decide to undergo voluntary sterilization only after talking
with vasectomized men (309). In Guatemala, Thailand, and
the Philippines, vasectomy programs have formed “accep-
tor clubs” for vasectomized men to provide support and
information to other men considering the procedure (211,
423, 437). In South Korea “mothers’ clubs,” groups of vii-
lage women, were established to spread information
about family planning and to distribute OCs (223, 259,
262). The mothers’ clubs increase contraceptive adoption,
particularly if the club leader herself is using contracep-
tives (262). Similar clubs have been established in Hong
Kong (4).

Involving local opinion leaders. Local opinion lfeaders,

~733- men and women whose views are respected by the entire

community, can help establish the credibility of family
plannihg programs. As respected and trusted members of




An urban couple In the Philip
most people on the radlo. Such messages should be consistent,

the community, their endorsement and support are valu-
able. Their involvement in a family planning program can
create an atmosphere in the community that encourages
acceptance and continued use of contraceptives (55). Thus
an effective program directed at winning the support of
opinion leaders will eventually influence the rest of the
community as others come to adopt similar attitudes (19,
92, 385).

Identifying and consulting local leaders at the beginning
of a program increases the likelihood of their support.
Also, as noted, opinion leaders can help identify rumors,
find the source of rumors, and participate in preparing
and pretesting program messages (481).

Developing good media relations. Family planning pro-
grams can use the media to convey in‘ornation about
contraception and to correct mistaken ideas about the
risks of various methods. Different media can be used—
radio, television, posters, brochures, leaflets, comic
books, newspapers, and folk art. The most effective me-
dium or media will vary depeading on the communication
resources of each area, the level of literacy, the size and
diversity of the population, and the access that people
have to the various media (511).

Since news reports in the mass media are sometimes the
source of false or misleading rumors about family plan-
ning, writers, editors, and broadcasters need to learn
about family planning. These journansts need simple,
basic information, which family planning programs might
provide in seminars planned especially for media person-
nel, through press releases, or through informal contacts
between media personnel and family planning leaders.
Family planning leaders can volunteer to appear in inter-
views or to provide scripts, articles, or background infor-
maticn, Above all, a relationship between the media and
the family planning program needs to be established that
encourages reporters to turn to family planning program
personnel for accurate, authoritative information and
statements before they print rumors and other possible
misinformation about family planning.

Multimedia messages. Experience in family planning cam-
paigns suggests that more people are reacheﬁa}ujginlor-
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pines and farmers In Pakistan listen to the radio. In many countries messages about family planning reach the
easily understood, and relevant to the listeners. (APHA; World Bank)

mation spreads more -apidly when several media are used
rather than any ore alone (381). Also, transmitting mes-
sages in more than one medium and repeating the mes-
sage help people remember the information (28, 441, 485).
If only one medium is available, varying the style of the
message is better than repeating exactly the same message
continuously, even though all message: make the same
basic points {485).

In developing countries radio usually reaches the most
people (458). A stzdy of over 2,600 women of reproductive
age in Pakistar, for example, found that about 95 percent
listened to the radio and over half had heard about family
planning from radio messages. In contrast, about 25 per-
cent of the women had access to television, about 10
percent to printed materials, and about 15 percent to
films. Fewer than 10 percent had heard about family plan-
ning through these media (459). Surveys in Bangladesh
and Guatemala have reported that about two-thirds of
respondents owned radios, whereas very few had access
to television, movies, or newspapers (51, 90).

In Bangladesh a campaign 1o counter the belief that mod-
ern contraceptives are unsafe involves 20 radio messages
and five films shown on television, in movie theaters, and
by mobile projection units in rural areas. Each radio mes-
sage or film features a dialogue between two men—one
providing information about family planning, the other
being persuaded to use family planning. While the dia-
logues differ, in each one the nonuser protests that con-
traception is not safe, and the other man replies, “These
are ignorant tales spread by ignorant people.” The mes-
sages also urge peopfe to listen to weekly radio programs
that discuss contraception at length and answer questions
from listeners (275).

Some media campaigns use !acal folk hezoes or enter-
tainers to convey information. These celebrities appeal to
the audience and draw attention to the message 128). Testi-
monials from famous pecole may convince others to
adopt family rianning or to change other health-related
behavicr (435) and may be credible sources of factual
information to couater rumors. The Family Planning Asso-
ciation of Hung Kong started a campaign in May 1983,
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using the character of Huang Fer hung, a master of martsel
arts in Chinese folklore, to promote male responsibility
for family planning and to disseminate information about
vasectomy services. The campaign is credited with increas-
ing alten_dance at the men’s family planning clinic by 36
percent in one year. The number of vasectomies per-
formed increased by 19 percent. Over 40 percent of vasec-
tomy acceptors said that the campaign encouraged them
10 be voluntarily sterilized (127).

Another possible medium for combatting rumors about
contraceptives s folk and traditronal pertorming arts such
as puppetry, mime, story-telling, and song (374, 524). Folk
arts have been used to communicate family planning in-
forration in countries such as Haiti, Thailand, Indonesia,
Pakistan, and the Philippines (6, 63, 75, 131, 341). Tradi-
tional arts are particularly appropriate for teaching about
family planning in rural or highly traditional settings. In
addition, folk performers, if welli-known and respected,
add prestige and persuasive power to the message and
increase the likelihood of its acceptance (374). Folk per-

formers, too, might have the credibility to counter rumors
effectively.

Media messages must be carefully preparad to be effec-
tive. The first step 1s determining the intended audience.
For example, in Bangladesh a mass media campaign stress.
ing the safety of condoms and OCs was addressed to men
after research disclosed that men make the decisions
about contraceptives and also buy the supplies, including
OCs (275). The most effective messages are carefully tai-
lered, using language, symbols, and ideas that are mean-
ingful 12 the audience. Messages that are relevant to the
audience’s own lives are most likely to be urderstood, For
example, 10 counteract the rumor that oral contraceptives
weaken the user’s husband, a brochure designed by the
Botswana Ministry of Health and the Program for the Intro-
duction and Adaptation of Contraceptive Technology
(PIACT) shows a man vigorously chopping wood, an
important chore in rural areas To
prove that OCs do not cause permanent infertility, the
final illustration in the brochure shows the woman stop-

rscgog) use of the pill and eventually becoming pregnant

Consulting with members of the intended audience aids
the development of comprehensible and acceptable mate.

Sesslon 35, Tralner Attachment 35D
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nals. In designing printed matenals for nonliterate peo-
ple, PIACT has relied on focus-group sessions with 6 to 12
individuals. These discussions reveal people’s feelings
about contraceptives, common experiences and side ef-
fects with a particular method, as well as rumors and
misconceptions. Focus:group discussions suggest topics
that should be covered in printed materials and help to
ensure that symbols and messages are meaningful 0 the
audience (531). These techniques are being used in Mex-
ico, Nepai, Nigeria, Zimbabwe, and elsewhere by the Pop-
ulation Communication Services (PCS) project of the
Johns Hopkins University, working with PIACT (540).

Family planning programs may reed to develop a variety of
messages in areas with several ethnic and cultural groups
with varying attitudes toward family planning. One mes-
sage may not be appropriate for all. Surveys in Guatemala
in 1973, for example, found that over 90 percent of the
“ladino” population knew about family planning and 69
percent approved of using contraception. In contrast,
among the indigenous Indian populations only about one-
third knew about family planning and fewer approved of
the idea. A message appropriate to the “ladino” popula-
tion—for example, telling where to find family planning
services—would have little impact on attitudes toward
family planning among the indigenous groups (51).

tffective commumication at all levels 1s essential, both to
prevent false adverse rumors from ansing and to respond
to them «f they do anise. Effective communication in famil),
planning requires both accurate knowledge and a well-
planned commumication effort to present that knowledge
in a way that 1s understood, accepted, and remembered.
Family planning communication activities should be as
carefully planned and implemented as the other technical
components of a family planning program, such as seting
up delivery systems, orgamizing traiming programs, and
conducting surveys. They should be buwit into any - ro-
gram from the start. To avoid rumors or minimize their
impact, family planning communication activities should
make full use of the professional expertise that has devel-
oped through decades of communication expenience in
other areas. Paying close attention to the audience and
assuring continuity and consistency in the message are the
most important principles. In the fong run, following the
basic principles of good communication is as important in
avoiding adverse rumors as is the provision of high-quality
services and supplies.

(From: Pcpulation Reports J 699, PP.700, 717-724.)
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PROJECT DESCRIPTION
‘ THE MALE RESPONSIBILITY PROGRAMME
Jamaica

TARGET AUDIENCE: Jamaican men and, secondarily, Jamaican women.

OBJECTIVES: - To help Jamaican men develop self-understanding and improve
their relationships with others, especially their female
partners and children.

- To motivate men to take childbearing and fatherhood
responsibilities seriously.

- To encourage men to practice family planning, or at least
cooperate with their partner's decision to contracept.

- To educate men about human sexuality, reproduction and
population issues.

MEDIA: Posters, newspaper ads, radio spots, seminars, lectures,
discussion groups, workshops and print materials such as
pamphlets and a comic book.

DONOR/SPONSOR: USAID; the Jamaican government.

DURATION: Advertising campaign--six months; other activities--ongoing.

‘ CONTACT : Mr. Christopher Plummer
Male Responsibility Programie
National Family Planning Board
5 Sylvan Avenue
Kingston 5, JAMAICA

DESCRIPTION:

Until quite recently, Jamaican
culture has ignored the role that men
could play in taking responsibility for
family life, including family planning.
In 1983, The Male Responsibility Programme
of the National Family Planning Board
(NFPB) launched an aggressive series
of activities to encourage active mle
participation in family planning de-
cisions and to promote a more positive
image for "male" methods--vasectomy and
condoms.

The men's program has only two
full-time staff members, but through
the use of voluntary collaboration
with outside agencies and a "multiplier®

effect, the program undertakes a wide
a range of activities.

"Here...when he's needed.” Jamaican

men are portrayed spending time with

their children. (Black and white
_7'37_ 21 5 poster, 12 x 15 Inches - 30 x 39 om, )
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Educational Materials
Many of ‘the NFPB's early pamphlets carry the male responsibility message.
An attractive, full-color comic book portrays a man who puts off visiting the
family planning clinic until it ig too late. "Put-off Joe" and his wife must !I’
face the unwanted pregnancy that follows. The comic book is distributed to men

who attend motivational seminarg sponsored by the NFPB. In one six-month
period, 2,000 copies were given out.

R AN ARSI A G man

‘;v::gﬂﬁ PUTOFF TiLL » RUN ME CWN BUSINESS?

Tyex - \ 8 ——er’
’ . j

‘LAE
Qs\s(
LEAVE )7 7O ME,
MARY. A ME A
: 1 HAD TO 8OR20
= FROM PETER
h TO DAY Dig

HOSPITAL
SiLL.

:O%m:‘wnmui’vou.' ; umv, WHAT ',
. OAT woRD. B Y 2on5 Wtn vou
: ME NOTICE YOU
LODRING PALE Fram
) LAST WEEK AND
M YOU NUT §AT.N3

!« Don 1 wEED 7O QuARREL. DF BASY

'IN ME MAND 1S PROOE, SUSAN is
ONLY SN YEAR CLDER. ME DON'T

6 ANT TOHAVE ANGTHER

‘BABY 3Y CHRISTMAS

-3 .

In the comic book "Put-Off Joe, " Mary pleads with her husband to visit the family planning clinic
In order to space their children. "Words alone can't prevent babies,” she says,” The six-page
comic book Is written in Jamaican dialect. (fFull-color, 8" x 64" -~ 20 x 17 cm. )

Male Responsibility Advertising Campaign

She's doing the right thing...
The National Family Planning Board - whystop her?

hired a private advertising firm to . S g
design and implement a mass media cam- I - A
paign. Posters, newspaper ads and radio 3kEA; S Ty
spots portrayed men who had shrugged off & Vi “13
their parental responsibility. Dramatic “ e
photos carried texts urging men to think " —
before making babies: "Man, it's time PR

you get serious about life!® The posters N e
are distributed at each seminar and work- e
shop sponsored by the NFPB and are E St ST
displayed at schools, workplaces and AT e SERITI
male-dominated institutions, Additionally, bR o
many groups visit the NFPB to request the ;ﬁ;g:::ﬁg::::iﬁ;:ﬁi
posters,

"She's doing the right thing...
Why stop her?" Men are
encouraged to support their
partners if they choose family
planning. (Black and white
poster, 11 x 16 inches -

28 x 40 om, )

One-day Motivational Seminars
The NFPB coordinates with factories and other workplaces to sponsor semi-
nars for men. Workers receive full pay while participating in the one-day

seminars. Local Keynote speakers, role play exercises, and films are used to
stimulate small-group discussion on:

1) What it means to be a man @
2) Fatherhood,
3) Methods of Tamily planning
4) Myths about sex and relationships
5) Responsibility,
216.735.
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To date the NFPB has motivated over 400 men in six parishes through this
series of one-day seminars. As a spinoff, many groups have requested lectures
and panel discussions in their communities. Posters are distributed in each
parish after the seminars and stay behind as reminders of the topic.

Five-day Educators' Workshops

Educators from different male-dominated agencies, such as sugar factories
and the police department, are brought together to study reproductive health
and family planning. They learn to plan and lead seminars, and they conduct a
mock seminar during the workshop. The workshop participant: then organize one-
day seminars for small groups of men from their own communities and workplaces.

The participants report back to the NFPB on the seminars and informal sessions
they have led.

The NFPB has sponsored one five-day workshop with one female and 20
male participants. A1l of the participants have led workshops or informal
discussions in ‘their communities. Two of these participants have gone on to
organize similar week-long workshops in their communities. Others have acted as
resource people on sexuality education. A follow-up workshop was held to allow
the original participants to discuss problems and successes.

Male Responsibility Program in Schools

The outreach to schools involves:

In-school sessions to reach boys who will be graduating from fifth form
(ages 16-17) and sixth form (age 18). The NFPB would 1ike to develop a
packet especially for male students which guidance counselors and teachers
could use to lead their own educational programs on reproduction, contracep-
tion and sexuality.

Visits from representatives of the NFPB Male Responsibility Program to parish
schools in order to to discuss the topic. This proposal was received from
the school principals of the parish after they attended a one-day seminar.

An essay and poster competition in the schools that involved at least 100

young people from 11 to 25 years of age. "The role of the father in family
life" was the theme of the contest, sponsored by the Inter-American Year of
the Family Committee. Winning entries were to be honored at an exposition.

RESULTS:
Evaluation data on the Male Responsibility Programme are not yet available.

The program director noted that at one recent seminar led by a doctor, a
surprisingly large number of men asked questions about vasectomy. This
increased interest marks a significant change in a country where vasectomy has
received little attention.

A local newspaper columnist criticized the advertising campaign for its
negative approach. She suggested that a more sensitive handling of the subject,
such as was displayed in an earlier NFPB-sponsored advertising campaign, is more
appropriate. Men who are treated as responsible adults can be expected to act
with responsibility, she concluded.

~el7
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Although some aspects of the
campaign have taken a negative tone, Are a“Georg
the local press has also picked up on 2 R

its positive messages. A recent
newspaper article, written about one

of the program's keynote addresses,
carried the headline “The Jamaican

Male Can Be Good Fathers, Husbands.®
The posters reproduced in this
description demonstrate both positive
and negative approaches. Pretesting

of both types of message will often
indicate that one tone is more effective
than the other for a particular audience

and topic, e
5 ST T
SR sodey s st Bt gl
Carefree Georgle is in big tiouble. He has e St
many children that he has neglected to Man,it's time you get serious about fe!
support. This poster urges, "Be responsible
about sex and fatherhood. Be a real man.® @mmmm PLAMHIRG BOARD Smimm—
(Black and white poster, 11 x 16 inches - —
28 x 40 om.)
OF NOTE:

How effective are the posters from the advertising campaign? The dramatic
photographs and drawings probably convey the message themselves, without the
need for the large amount of text. An effective poster has an immediate
impact and carries its message with as few words as possible.

® The Male Responsibility Programme is finding outlet in cultural expression.
The second year class of the Jamaican School of Drama has accepted a
challenge from the NFPB to create dramatic interpretations focusing on male
responsibility and men in family life.

Not every family planning association can afford to hire a professional

advertising firm to design posters and radio messages. But the Jamaican pro-
Ject has shown that low-cost workshops and seminars have a wide reach. Four
hundred men attended the initial motivational seminars, which generated addi-

tional lectures and panel discussions attended by more than 3,000 men and
women.

(From: Populatlon Communication Services "Maje Responsibllity In
Famlly Planning®.) '
218




Bshavloral ObJectivas

By the end of thls module the participants wili be abie to:

1.

2,

3

4,

5.

6.

Describe the causes and clinlcal symptoms of éll diseases
discussed In +thls wmodule, as stated by guest lecturers or
described during thelr sessions.

List the vacclines, age when glven, end sequencing of shots,
that comprise the lmmunization schedule followed by the host
country.

Assess the three stages of dehydration using the WHO Dlarrhea
Treatment chart and determine the appropriate treatment for
each stage, according ‘o the WHO Criteria stated In The WHO
Hodule, Ireatment of Diarchea.

Prepare Sugar-Salt Solutlon and ORS solutlion according to the
formulas glven In Session 40,

Name ‘three water-borne dlseasss that are endemic to the host
country and describe the measures for conitrolling these
dlseases as stated In Session 41.

Explain how sanitation and good hyglene prevent the spread of
dlsease, as described In Sesslon 42,

219
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Sesslon 36
RECOGNITION OF IMMUNIZABLE DISEASES

TOTAL TIHE 3 hours

OVERV IEW An understanding of the epldemlology of a
dlsease, that Is, the patterns of dlsease
occurrence In a glven population and the
factors that Influence those patierns, Is
essential for desligning appropriate and
effectlve Interventions and health education
programs. Sesslons 36, 37 and 38 form an
Interrelated serles of actlvitles designed to
provide participants with thls necessary
understanding. Session 36 +treats the recog-
nition of cllinical aspects of seven vaccine-
preventable diseases (measles, pollo, dip-
theria, pertussis, tetanus, tuberculosls and
vellow fever). Sesslon 37 deals with how these
dlseases are spread and how they are percelved
and dealt wlith In tho local cultures. Session
38 examines the prevention and control of the
spread of these diseases. These three sesslions
are consldered essentlal and should be treated
as a unlt.

Durlng Session 36 particlpants learn to
Identlfy the slgns and symptoms of ths seven
dlseases. They also practice meking vlIsual
alds and formulating health talks about those
diseases In thelr communlitles.

OBJECTIVES o To descrlbe and recognize the cllinical sligns
and symptoms of measles, neonatal tetanus,
diptherla, pertussls (whooping cough),
pol lomyelltis (pollo) tuberculosls and yellow
fever.

(Steps 1, 2)

o To make a village level visual ald and develop
a health talk about the signs and symptoms of
some of these target dliseases.

(Steps 3, 4)

220
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RESOURCES
Handouts: C
= 36A Common Ch!}dhood Dlseases
=~ 36B Answers to Chl{ldhood Dlseases Chart
= 36C Case Studles
Tralner Attachments;
= 36A Trainers Glossary
- 36B Case Studles Answer Sheet
MATERIALS Pens, newsprint, merkers, WHO s}lides, and slide
equlpment.
PRCCEDURE

Tralner Note

Prior to dellvering these next three sesslons you shouid obtaln as
much host country specific Information regarding the epldemlology
of the diseases |Isted In Handout 36B (Answers To Chlldhood
Diseases Chart) and the Host Country Natlonal plan and schedule for
the Immunization of chlidren agalnst these dlseases.

The Information presented under Method of Prevention and Contra-

indlcations In thls handout Is based on the most current recommen- Q
datlons made by the Worid Heajth Organlzation and are the basic
guldelines that most countrles follow In developing thelr
Imnunization schedules.

Step 1 Identifying Common Chiidhood Coemunicable
(20 min) Diseases

Distribute Handout 36A (Common  Chllidhood
Diseases). Ask the particlipants to try to
recollect the Ilinesses that they had as a chl|d
and to |lIst +these llinesses, and for each one
ldentify as much of the clinical plcture as
possible.
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Trainer MNote

This first step Is an Informal pre~test designed to help you and
the Trainees assess what they know about the six childhood
Immunizeble diseases Included In countries that have an Expanded
Program of lmmunizatlon {EPI) pollcy. These dlseases are:

measles

pol lomyel Itls
diptheria
pertussis
Tetanus
tuberculosls

Yeilow Fever has been Included In this session as It Is a dlssase
that some countries may have chosen to Incorporate In thelr EPI
plans. If Yellow Fever Is endemic iIn the country where you are
tralning, ask the particlpants to [lIst any Information they may
have on the cllinlcal aspects of the disease.

Handout 368 (Answers to Childhood Diseases Chart) provides you with
Information on these dliseases.

Tralnees should view this step as a form of self-assessment and be
Informed that you do not expect them 4o be able to fill In all of
the columns for all of the Illnesses that they |Ist. However, you
should expect that they would be able to ldentlfy age at onset,
signs and symptoms, method of treatment and preventlon for some of
the wmore common dlseases. Tell them that the Informatlion that they
are unable to provide now wlll be learned by the completion of thls
unlt.

Collect these sheets at +the end of Step 1 and tell them that you
will be using this Information to assess what areas and dlseases
wviii be most -Important to emphasize In thls unlt.

Ses Tralner Attachment 36A (Tralners Glossary) for definitions of
terms that may be unfamillar to the Volunteers.

Step 2 Infermation Poollng
(45 min)

Distribute Handout 36B (Answers o Chlldhood
Disease Chart) and use as a discusslon gulde.

Show clldes and plctures of the dliseases you
discuss and explain the signs and symptoms of each
one. Mentlon the host couniry Incldence and/or
prevalence rates for each disease as well as the
case fatallty retes. Use the local names of these
diseases, If known, whenever possible.

232;2,h
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Tralner Note 0

Allcy the participants 15 minutss 4o review the answer sheet and
Tralner Attachment 36A (Trziners Glossary). This handout contalns
the definitlon 2f some terms that you may choose +to deflne,
Explaln $hat the plctures and s|ides they are vlewing should answer
or clarify some of thelr questloas or understanding about the
clinlcal sligns and symptoms of the chlldhood diseases covered In
Handout 36B (Ccmmon Chl}dhood Diseases) and Information on disease
speclfic rates, Tell them +that the Ilinesses llsted In this
handout are diseases that are preventable through Immunizations and
are consldered to be some of the major killers of chlldren under
the age of flve,

Step 3 Developing Yisual Alds and Health Talk

{60 min)
Have the group break Into 3-4 small groups (no
more than flve per group). Based on the
techniques, Information and knowledge +that they
acquired In studylng +the sommunity (Sesslons
10-14), ‘Session 22 (Selecting and Using Nonformal
Education Techniques), Session 23 (Selecting and
Using Visual Alds), and In this session, ask them
to develop or adapt plctures and dlalogues
{lustrating the sligns and symptoms of one or two e
dlseases, Tell them these pictures and accom-
panying talks should be deslgned for use In
teaching mothers or school children how o
recognlze these dlseases, Explaln that they wil|
have about 5 mlnutes each to present these visual
alds to thelr peers,

Tralner Note

You should obtaln some visual alds that are used or displayed In
the health clinlcs and ask +he particlpants to adapt +these
plctures, charts, etc. uslng the technlques and Information from
sesslons on health education, In particular Session 23 (Selecting
and Using Visual Alds).

15 Minute Break
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Step 4 Presentation of Visual Alds
(40 miIn)

Ask each group to give a 5 minute health presen=
tatlon wuslng the visual alds. After each
prasentation, have the particlpants critique the
visual ald and health talk using the criteria and
knowledge acquired In the sesslons on Health
Education.

Tralner Note

A case study exercise offered In Handout 36C (Case Studles) Is an
alternative to the visual alds actlvity or an additional appl|i-
catlon exerclise which could be done by the group at the end of Step
2 or at the very end of the session.

If you do use the case study:

- Have the large group break Into 4~5 small working groups (no
more than flve participants) and distribute Handout 36C
(Case Studles). Ask the groups to read these studles and
answer the questlions.,

- Reconvene the large group and have them briefly dlscuss
thelr findings and the reasons for thelr answers.

Two or three groups should be glven the same case study to analyze;
If thelr dlagnosls and answers differ, the groups should be
encouraged to dlscuss thelr differences and to come 1o a consensus
on their answers. In the event the correct dlagnosls was net made,
present It. The answers to these case studles are found In Tralner
Attachment 36B (Case Studles Answer Sheet).

Do
] ’\O

-
)
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COMMON CHILDHOOD DISEASES

(NAME OF DISEASE)

295
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COMMON CHILDHOOD DISEASES
MEASLES

Usually 5 and under

Virus

Dropiet spread or direct coniset with nasal or throat
secretlons of Infected person,

llIness beglins with fever, cough, runny nose and redness
of the eyes. The mouth becomes sore. The fever peaks

aftar 4-5 days. On the 3rd-4th day of Iliness a bumpy
red rash (Violet-colored In wmany African chlidren)
appears on the nsad and spreads to the legs. It heals
with scaling and does noi usually last fonger than a
week. The most common compllcatlon of measles are middle
ear Infectlon, pneumonia, and dlarrhea, which can lead to
dehydration and/or malnutrition,

Dlarrhea with dehydratlon and/or malnutrition and
pneumonla are the two most common causes of meas|es
assoclated with deaths of chlldren. Flulds and good
nutrition can help prevent death from dlarrhea and
antiblotics can be used to treat some cases of pnetmonia.
There Is no cure, however for the measles Infection
Itself,

METHOD_OF
AND

T easons

L1ON

Measles [mmunlzation In U.S. | dose after 15 months of
age. In Africa, 1 dose at 9 months of age. Ng contra-
Indlcatlons. Mild fever, colds and dlarrhea are not

to postpone Immunizations.

226
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COMMON CHILDHOOD DISEASES
NEONATAL TETANUS

4-21 days old

Bactertium

Tetanus spores are usually Introduced Into the body by

the Instrument used to cut the umbllical cord, or through
Infectlon of the unhealed umbillcus when i+ comes Into
contact with contaminated substances.

Muscle spasms, locklaw, 4-21 days after birth. Stops
feeding at the breast.

Treatmant Is not effective unless carried out In 2 well
equipped hospltal. Even then 40-60% of the Infants with
thls disease dle.

For neonatal tetanus glve two doses of tetanus toxlod 4
weeks apart to pregnant women If they have never been
vacclnated. The Initlal dose should be glven as early In
pregnancy as practical. The second inJection should be
glven at least 4 wecks later and preferably at loast 3
weeks before dellvery. If the second dose Is not glven
then, be sure It Is glven at a post-natal visit (4 weeks
later), During each subsequent pregnancy, the general
principle Is to glve 1 booster dose. After 5 wejl
documented Immunixations wlth tetanus toxold, the need
for subsequent doses Is very small. Neonatal tetanus can
also be prevented by hygenlc care of the umblilcal cord.

~752~
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CONMON CHILOHOOD DISEASES

PERTUSIS

AGE AT ONSET The age of onset In children who live In densely
populated urban areas, where whooping cough Is endemlc Is
usually less than | year, In rural communlitles where the
dlsease usually occurs In epldemlcs, chlldren throughout
the 0-4 age range become 111,

INFECT 1OUS Bacterlum

AGENT

EQDE_QE Droplet spread; dlrect contact with discharges from

TRANSMISSION resplratory mucous membrane of chlldren.

MAJOR S IGNS Cattarrhal Perlod - Lasts 7-14 days. Cough and nasal

SYMPTCMS & dIscharge are presen.

COMPL I CAT 1ONS Perlod -~ Lasts, as a rule, 4-6 weeks. Bursts
of coughlng with no Intake of breath are followed by a
sudden Inspiration with a characteristic M™whoop® (though
the "whoop® Is sometimes not present, partlcularly In
Infants less than 6 months of age). These coughlng
spells produce stlcky sputum and are often followed by
vomlting. Whooplng cough Is assoclated with loss of
appetite. It may lead to malnutrition,

TREATMENT Antlblotics (of value only durling Incubation period) and
nursling care can reduce the severlity of some cases.

%E%gggiggﬂ DTP immunizatlon glven as soon as possible after 6 weeks

" of birth followed by 2 or more doses spread at least

AND 4 weeks spart. Thls vaccline should not be glven to a
CONTRAIND ICA- child who has had convulslons, encephal Itls or shock
T1ON assoclated with prevlous Injectlons of thls vacclne.

;2525}:£
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COMMON CHILDHOOD DISEASES
PARALYTIC POL10

AGE AT ONSET Under three years

[INFECT 10US Virus

lAGENT

IMODE OF Fecal-oral Is the major route of transmission where

TRANSMISSION sanltatlon Is poor, During epldemlcs and where
sanltation Is good dropjet spread [s more Important.

MAJOR S]GNS Fever, stiff neck and sudden weakness of arm or leg.

SYMPTOMS & Senses of touch and paln are normal.

COMPL 1CAT IONS

TREATMENT Following an acute attack of pollo, the patlent should

exerclse the muscles he does have. Do not glve
InJections to patlents suffering acute stages of poilo,
There Is no cure for the Infection Itself,

The primary series of oral pollo vaccine consists of 3
oral doses, The recommended age of 1st dose Is as soon
as possible after the child reaches 6 weeks of age. The
minlmum recommended Interval between doses Is 4 weeks.,
There are no contralndications. If achlld Is given
pollo vaccine during an eplsode of dlarrhea an additional
dose of vaccline should be glven 4 or more weeks later.
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COMMON CHiLDHOOD DISEASES
DIPTHERIA

AGE AT ONSET Unimsunized children under 15 years of age.

INFECT 1OLIS Bacterla

ima_oz Contact with patlent or carrler. Raw milk has served

TRANSMISS1ON as a vehlcle,

M.LQR_S_LGHS Cold with fever, headache and sore throat. Bad breath.,

SYMPTOMS & White or graylsh membrane on one or both tonsiis
ICOMPL 1 CAT | ONS spreading to back of throat. Posslible swollen neck.

TREATMENT Seek medlcal help.

METHOD OF DTP Immunizatlons. Same serles as for Pertusls,
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COMNON CHILDHOOD DISEASES

CHILDHOOD TUBERCULOSIS

IAGE AT ONSET Veriable

[INFECT LOUS Bacterla

|AGENT

MCOE OF Exposure to bacllii! In alrborns droplet from sputum of

TRANSMISSION person with Infectlous +uberculosis. Transmission in
children Is usually assoclated with close exposure to
Infectlous cases,

MAJOR SIGNS Productive cough, loss cf welght, fever, general

ISYMPTOMS & waakness,

COMPL | CAT IONS

TREATMENT Use of INH. Good nutrition,

METHOD OF BCG vacclnation at birth,

PREVENT [ON

AND
CONTRAIND | CA-
TION .

2 ) R
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COMMON CHILDHOOD DISEASES
YELLOY FEVER

AGE AT ONSET Varisable

- {INFECT IOUS Group B Togo vlirus

MODE OF In urban and certaln rural areas, by the bite of
TRANSMISS10N Infective Aedes aegypt! mosquitoes.

MAJOR S|GNS The mlldest cases are clinically Indeterminate.

SYMPTOMS & Typical attacks begln with sudden onset, and are

COMPL ICAT IONS characterized by fever, headache, backache, prostration,
nausea and vomlting. As the dlisease progresses, the
pulse slows and weakens, though the temperature may be
elevated. Jaundice Is moderate early In the disease and
Is Intensifled later.

TREATMENY Symptomat Ic
Vacclnatlon with Yellow Fever Vaccine 17-D. Not
QN recommended for ckildren less than 1 year of age.
AND
{CONTRAIND | CA-
T:ON
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CASE STUDIES

Neme of Patient 7 ogdur, Faul
Sex Male
Dare of Birthe 7 November 1975
Dare of Visit 18 Apriii98C
Vil Signs Temperature 37.7°C

Pulse 95

Respirations 28

Weight 15.7 kg
Presenting The boyr's mother says ber child has had a chest cold

Compleintand  for the past week and that now he has begun to have

Medica! History:  attacks of coughing. He coughs up thick, sticky
white mucus. Sometimes his food comes up afteran
artack. The cough ends with a high noise. The
coughing attacks exhaust him.
The bor was full term, normal delivery. Atbirthhe
weighed2.9 kg He had measles at four years of age.
The mother did not bring the boy’s immunization
record with her.

e Physical The boy looks strong but tired His mucous mem-
Examination branes are pink, his tongue is pink and moist, his
sclera is dear. His face is slightly red. His lymph
glands are not swollen. An occasional thonchican
be heard in his chest.
The child had two attacks of coughing during the
examination. The cough is short and sharp. He
coughs up sticky white mucus. Inspiration after
coughing is harsh.
Study the information given above, then answer these questions.

1. What is the disgnosis?

2. What information in the case study was most useful to you when you
made your diagnosis?

3. Was any information missing from the case study that would have
helped you make the diagnosis®

4. How would you treat this patient’

5. What advice would you give this patient?
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Name of Patient  SY, Awa
Sex: Female
Date of Birth: 2 May 1977
Date of Visit 1 April 1981
Vital Signs: Temperature 39.5°C

Pulse 120

Respirations 33

Weight 17.1 kg
Presenting The child has had a fever and bad cold for the last
Complaintand  three days.
Medical History:

Child developed a head coldabout three daysago. It
has been getting worse. This morning she developed
ahighfever. Hereyesare red. Sheis tired and

irritable. She will not eat. She has had no chills or fits,

The young girl has had no previous serious illness.
She is the second of four children. The other child-

renare all well
Physical Childlooks ill and irritable. Her conjunctivae are
Examination: red. Her tongue is dry and coated. Her throat is red,

No exudate s on her tonsils. She has small white
spots with red borders on the mucous membranes
of both cheeks. A chest exam reveals some thonchi,
but no respiratory distress or signs of pneumonia.
Her abdomen is soft and not tender, No organ
enlargementis noted. Her skin is clear exceptfora
red rash on her neck. Many macules and papules,
but no pustules are visible,

Study the information given above, then answer these questions.

1. Whatis the diagnosis?

2. What information in the case study was most helpful to you when
you made your diagnosis?

3. Wasany information missing from the case study that would have
helped you make the diagnosis?

4. How would you treat this patient?
5. Whatadvice would you give this patient?

(From: MEDEX. P ‘
Student Text. ppe. 94-95.)

Dte
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TRAINERS GLOSSARY

In the event that the volunteers have difficulty understanding

certain terms in this session, the following definitions/explanations

should be provided:

Infectious Agent The organism that must be present for a
disease to occur. The . . agents are
usually located in the biological environment.

Mode of Trans- Any mechanism by which an infectious agent
mission is spread through the environment or to another
person. These mechanisms are:

’ ' - Direct Transmission

- Indirect Transmission

1. Vehicle-borne
2. Vector-borne
3. Alrborne

& (From: Benenson, Control of Communlicable Diseases In Man.)
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(From: Colgate, S. et. al.,

pp. 38~39)

Sesslon 36, Tralner Attechment 36A

Page 2 of 4

EPIDEMIOLOGY: DEFINITION
AND BASIC RATES

Thestudy ofa community is notcomplete without data on the principal
diseases which afTectit. Planningof curative and preveative programmes, espe-
cially health education, must be based on accurate knowledge of the existence
and theimportance of the different diseases in the community. For this reason,
the nurse must know how to collect basic epidemiological data. .

Epidemiology is the study of the discascs that exist in a population. It
descnbes the factors arising from the agent (vector), the hostitsclfand from the
reservoir (natural source of the infection) which contribute to the transmission
and survival of a disease in a population. Epidemiology is based on disease
surveillance in the community. It can be a means for measuring the impact of
the nurse’s activities on the health of the community through the annual calcu-
lation of disease incidence and prevalence rates. What do thesc terms mean?

Incidence Rate: This is the rate of new cases of a disease to appear in a
population during a given period of time. Usually it is expressed per 100,000
inhabitants for.one year, according to the following formula:

Incidence Rate =

Number of new cases appearing in onc year X 100,000
The total population counted on the middle day of the year (July Ist).

Example: Ifin a village of 5796 inhabitants, between January 1 and December
31 there were 60 new cases of viral hepatitis, one would have an

Incidence rate = ?3%6: X 100,000 = 1030 cases/100,000 per year.

Prevalence Rate: represents the number of cascs of a certain discase
existing in a population at the time of the study. This figure is usually expressed
per 160,000 persons.

Poing Number of cases at the time of the study X 100,060
Prevalence Rate = : :
Population studied

Example: If at a certain moment, in the same village of 5796 inhabitants there
were 110 persons who were suffering from bilharzia, onc wo:'ld have a
Preva'ence Rate = —H0_x 100,000 = 1898 per 100,000

5796
Knowinghowtocalculate theincidence and prevalence rates of disease,

the nusse should then be able to ask himself: Whatare the principal diseases for
which members of the community come to the health centre for consultation?
What is the frequency of various discases in the population? Are they more
frequent at differcnt times of the year, in particular arcas or neighbourhoods,
or among particular groups: children, p “gnant women, elderly people? What
are the endemic diseases in the community, i.e., the discases that constantly
scourgs the population of the region? Arc there epidemics, i.¢., discases w hich
affect z large number of the population acutely at the same time?

2238
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TABLE 9-1  Major Public Health Rates

Rate for United States,
Rates Usual Factor 1971

P

Rates Whose Denominators Are the Total Population

. ber of live births during the year .
Crude birth rate =240 - - per 1,000 population 17.2
average (midyear) population 15.74 (1973, preliminary)
f deaths during the year ]
Crude death rate = number 0 a - per 1,000 population 9.3
average (midyear) population 9.41 (1973, preliminary)

number of deaths among persons of a given
age group in a year .
average (midyear) population in per 1,000 population 5-14 years—0.4

specified age group 65-74 years~35.9

Age-specific death rate =

Cause-specific death rate = number Zigf:;gs(g?é’;:a:;a ggguc]i‘;i?nm 2 year per 100,000 population  Diseases of the heart-—359.5

Malignant neoplasms—163.2

Rates and Ratios Whose Denominators Are Live Births

number of deaths in a year of children less than 1
year of age

Infant mortality rate = . - - per 1,000 live births 19.1
e number of Tive births in same year 17.61 (1973, preliminary)
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Rate for United States, Q
Rates Usual Factor 1971

number of deaths in a year of children

. . _ <28 days of age .
Neonatal mortality rate = number of live births in same year per 1,000 live births 14.2

Fetal death ratio = number of fetal deaths®® during year

number of Tivs births in same year per 1,000 live births 134
number of deaths from puerperal
Matemal (puerperal) mortality rate = nomber o?l‘il::sbli:d:sy:n"um oye m'“' per 100,000 (or 10,000)  18.8 per 100,000

live births

SATES WHCSE DEROMINATORS AXE CASES OF TIIAT DISEASE

number of deaths from a diseaso % Hoasurcci Diseare
Cace Fatality rate = number of coses of that discase Severity

Rates Whose Denominators Are Live Births and Fetal Deaths

Fetal death rate = number of fetal deaths” *during year

number of live births and fetal deaths during same year pe;nléo}g(:alll;‘z:tz:hs 133

number of fetal deaths 28 weeks or more and

mostal i der 7 days of o
Perinatel mortality ratet = — iRt Seathe apder Ty eof age - per 1000 live bighs 276
weeks or more during the same year and fetal deaths

“From National Center for Health Statistics: vital Statistics of the United States.
Printing Office, Washington D.C., 1974.

Vol. I and II. U.S. Govt. ‘

**Includ 1 lad ich £ . .
Otfier Countrfed may fnclude Sekeld SR8 et T ettt o 18 B 2 CFa RS 95 a0k stated, B rsatet ot en e eptaon)
TThis rate is for Perinatal Period I fetasl deaths’occurring 28 weeks or later and includes only deaths during the firat
week following birth)

Ironthly vital Statistics Report 22:12, 0U.S. Govt. Printing Office, Washington, D.c., 1974,

t4The decominator consists only of live births because registration is

rore complete for live births than fetal deatg. If
this vere s true rate, however, the denominator should include all pregnancies.

(From: Hausner and Bahn. Epldemlology: An introductory Text. Chapter 9.) @
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CASE STUDIES ANSWER SHEET

Name of Patient: Djogdum, Paul

Sex:
Date of Birth:
Date of Visit

Vital Signs;

Presenting
Complaint

Medical
History:

Physical
Examination:

Diagnosis:
Patient Care:

Male
7 November1975
18 April1980

Temperature 37.7°C
Pulse 95
Respirations 28
Weight 15.7 kg

The boy's mother says her child has had a chest cold
for the past week and that now he has begun to have
attacks of coughing. He coughs up thick, sticky
white mucus. Sometimes his food comes »p after an
attack. The cough ends with a high noise. The
coughing attacks exhaust him.

The boy was a full term, normal delivery. At birth he
weighed 2.9 kg. He had measles at four years of age.

The mother did not bring the boy’s immunization
record with her.

The boy looks strong but tired. His mucous mem-
branes are pink, his tongue is pink and moist, his
sclerae are clear. His face is slightly red. His lymph
glandsare not swollen. An occasional rhonchi can
beheard in his chest.

The child had two attacks of coughing during the
examination. The cough is short and sharp. He
coughs up sticky white mucus. Inspiration after
coughing is harsh,

Whooping cough

1. Increase the number of meals you feed the boy
each day. Give him smaller portions at each meal.

2. Give him 50 mg ampicillin per kilogram of body
weight in divided doses every six hours.

Diagnostic Point  Cough with whoop
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Name of Patient SY, Awa

Sex:
Date of Birth:
Date of Visit:

Vital Signs:

Presenting
Complaint and
Medical History:

Physical
Examination:

Diagnosis:

Patient Care:

Page 2 of 3
Female
2 May1977
1 April 1981
Temperature 39.5°C
Pulse 120
Respirations 33
Weight 17.1kg

The child has had a fever and bad cold for thela ¢
three days.

Child developed a head cold about three daysago, It
has been getting worse. This morning she developed
2 high fever. Her eyesare red. She is tired and
irritable. She will not eat. She has had no chills or
fits,

The young girl has had no previous serious illness.
Sheis the second of four children. The other child-
renare all well

Childlooks ill and irritable. Her conjunctivae are
red. Her tongue is dry and coated. Her throat is red.
No exudate is on her tonsils. She has small white
spots with red borders on the mucous membranes
of both cheeks. A chest exam reveals some thonchi,
but no respiratory distress or signs of pneumonia.
Herabdomen is soft and not tender, No organ
enlargement is noted. Her skin is clear except fora
red rash on her neck. Many macules and papules,
but no pustul=sare visible.

Measles

1. Teach the parents how to sponge the child to
bring the fever down. Follow these steps:

& Obtain bowl with water at room temperature.
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b. Undress the child to her underpants.
¢. Have thechildlie downonabench or table or

l bed.

d. Obtain asheet or towelsand put them into the
bow! of water. Wring them outand place them
over the child, including her head. Leave them
there for two to three minutes.

e. Put thesheetor towel back into thebowl of
water.

f. Continue this procedure until the temperature
is reduced.

You may also give the parents aspirin to bring
the child's temperature down.

2. Give one tabletaspirin every four to six hours for
fever.

3. Give the child frequent small meals. Between
meals, encourage her to drink fruit juice or water.

4. Ask the mother to contact the clinic daily. If the
0 child’s fever remains high for more than one
more day, or if she begins to have difficulty
breathing, the mother should bring her back to
the clinic.

Diagnostic 1. Combination of fever, red eyes, runny nose, and
Points: cough, and the early development of rash on
neck which is characteristic of measles

2. Spotsoninside of cheeks

@ (Froms: MEDEX.
Instructor's Manual. Vol. 24, Teaching Plan 10. pp. 54-56.)
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TOTAL TiME

OVERY I EW

OBJECTIVES

RESOURCES

MATERIALS

Sesslion 37

TRANSHISSION OF IMMUNIZABLE DISEASES

3 hours

Sesslon 37 Is the second of a three-part serles
of sesslons which deals with the control of
specific lmmunizable diseases. Here particl-
pants galn technlcal Information regarding ways
In which diseases are spread., They also learn
how the lccal culture views the ways In which
these dlseases sre spread and +hen practice
glving advice that merges the txo perspectives.

To explaln modes of transmisslon and Infectlous
agents for each of the dlseases,
Step 1)

To formulate health messages that Incorporate
accurate technlcal Information and cultural
bellefs and psrspective.

(Step 2, 3)

To begin planning and developing materlals for
a puppet show and plcture serles.
(Step 4)

arn (pp. 22-26)

Helpling Health Workers Learn
"Audlo-VIsual/Communications Teachlng Alds"

(Peace Corps Resource Packet p-8)

Handout;

- 36B Answers to Chlldhood Diseases Chart
(from Sesslon 36)

Newsprint, markers, materlals for mak Ing
puppets and props for a puppet show, paper,
pens, cassefte recorder, tapes of |ocal music.

242
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PROCEDURE

Tralner pote

Thls sesslon wlil require conslderable preparation. The principal
ectivity of +this sesslop Is developing health education lessons
using puppets and plctures. In order to utllize the limited time
glven the volunteers for thls actlivity, you should obtalin and
develop the following props In advances

- Cloth to serve as a stage covering

- Sticks, Cardboard and Colored Markers 1f you choose to make
stick puppets.

= Vegetables, Carving Knlves and Other Materlals (leaves,
grass, rope and cloth to make hand puppets,

- Glue

- Table which serves &s a stage or a pre~-tab puppet stage.

- Tape Recorder and Locaj Myslc

= Plctures developed In-country or by International organi-
zatlons of one or several of the diseases covered In the
sesslon,

Step 1 Understanding How Diseases Are Spread

(15 ain)
Have the group revliew the answers under +he column
headings ®Mode of Transmission® and "infectious
Agent® from Handout 36B (Answers to Chilldhood
Disease Chart), Ask them 1f they have any
questions pertalning to these +wo categorles.
Dilscuss these questions and any misperceptlons
with them.

Step 2 Cultural Factors Affecting the Spread of Dlseass
(25 mla)

Have participants divide Into small groups and
distribute a written cultural bellef description
to each group (see Tralner Note below). Ask them
to study the bellef and then develop a short story
(2 minutes) which Incorporates the local cultural
bellefs with technicai health advice regarding the
cause and spread of disease. Read them the story
provided in the Trainer Note as an example.
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Trainer Mote

- G You wlll need fo find out about some local bellefs on how diseases
are spread and distribute this Informetlon In 8 handsut to the
small groups. An example of & story based on local bellefs, that
you may choose to present yourself or use as & worklng examplie to
ald the voiunteers In thelr project, Is the f~llcwing:

®Hldwlves In Lardin Gabas traditlonally rub dry dirt
or cow dung Into the end of a baby's cord to prevent
blesding. The result 1Is that bables cften dle of
tetanus from the Infectlon +that enters through the
cord. But people think the lliness Is caused by a
certain kind of bird that lands above the baby.
They beileve that when the bird sings, the spirit of
the baby flows out through the cord, causing the
baby's body to stiffen with spasms.®

The story the health workers would tell to the people describes how
a village midwife learned to prevent this form of Infant death.
After carefully washing her hands, she would tightly tie the baby's
cord with clean sirlps of cloth, then cut It with a bolled bamboo
knife. Later, when the blrd landed over the baby and sang, the
baby's spirit could not escape because the cord was tightly tled.

{From: Helping Health Workers Learn, Chapter 22, p.6).
@ Step 3 Presentation and Discussion of the Storles
(35 min)

Reconvene the large group and ask eech group to
present thelr story. After each story, have the
group discuss Ifs strengths and weaknesses,

Tralner Kote

The following are a few exampies of questlons that can serve as
discusslion areas. (Based on the story from Lardin Gabas),.

- In what ways does thls story help mothers and midwives galn
greater understanding and learn healthler practlces?

= In what ways does the story mislead or bleck <thelr
understanding of Important causes of dlseases?

- Which 1is more Iilkely to help people galn control of the
events that affect thelr health and [lves, a maglcal or
sclentiflc understanding of causes and results?t

- Does the story focus solely on the weaknesses of a local
custom and the beneficlal ways or strengths of modern
(outslde) ways?

(From: Helping Health Workers Learn, Chapter 22, p. 6)

15 Minute Break . .
2
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Step 4 Prepering a Health Education Lesson

{20 ain)
Inform +the particlpants that In +his step they
will begln to develop a health education lesson,
using elther puppets or a picture series (e.g,
t1ipcharts, tlanneigraphs), +o communicate to
mothers or schoo! chlldren the Importance of
timely and complete Immunizations for chlidren
under the age of flve.

Ask them to form two groups. One group to develop
8 puppet show and the other to develop & heatih
talk usling plctures., Tell thesm they have the rest
of this sesslon (90 minutes) and part of the next
sesslon to work.

Tralner Note

T=il the group preparing the plcture/flipchart presentation that
thelr target audience wiii consist of mothers attending a health
educatlon class, The group preparing the puppet show should be

told to alm their presentation towards school children aged 8-12
years,

Inform them +that +the objectives of thelr presentatlons are to
convey Important Information on childhood Iiinesses that they think
would motivate members of the community to adopt beneficlal health
practices, Some of the Information they should Inciude In +heir
presentations on the prevalent Immunizable diseases In +heir
country are:

- slgns and symptoms of the dlseases
~ modes of transmlssion
- methods of prevention

Tell +them fha% staff members and other outside guests wi|! be
Invited 4o attend <helr presentations. Glve the prearranged time
and date (Sesslon 38).
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Sesslon 38

PREVENTING AND CONTROLLIKG THE SPREAD OF DISEASE

TOTAL TIHE

OVERVIEW

OBJECTIVES

RESOURCES

3 hours

As the last iIn the series of sesslons on
Immunizable diseases, Session 38 focuses on
preventlng dlsease through primary, secondary,

and tertlary Interventlons. Participants
examine the WHO and host country Immunlzation
schedule. Then . they complete the flnal

prepsration on thelr puppet show or picture
serles and make thelir presentations.

To compare +the ¥HO and the host country
Immunizatlion schedules.
(Step 2)

To design and conduct a puppet show and plcture
(filp chart) series that deal with the Issues
of Immunlzable dlIsease studled durlng Sesslons
36, 37, and 38,

(Steps 4, 5)

Technical Health Tralning Manual (Peace Corps)

Handouts:
- 36B Answers to Childhood Diseases Chart
(from Sesslon 36)
- 38A "MOH Immunlzation Schedule™
(to be prepared by tralner)

Tralner Atftachment:
- 38A Levels of Prevention

246
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MATERIALS Newsprint, markers, materlals and props for the
puppet show; room, chalrs, stage, etc. for
presenting the puppet show ard plcture serles.,

PROCEDURE

Tralner Note

In advance of this sesslon Invite Host Country Nationals, language
tralners, etc. to attend the health educatlon presentations,
Inform the particlpants of the date and time that these Invited
guests wlil be arriving.

Step 1 Method of Preventing Disease

{15 min)
Once more, ask +the group to look at Handout 36B
(Answers to Childhood Diseases Chart) and to study
the Information under the column headIngs "Method
of Preventlon and Contralndications® and
"Treatment,” Ask the particlpants If they have
any questlons or need for clariflications.

Step 2 Country Speclflic Immunization Schedule
(25 min)

Distribute a copy of Handout 38A, (MOH
Immunizatlion Schedule) to each participant. Have
them review +this schedule and compare It with the
WHO recommended schedule as presented In Handout

"~ 36B., Discuss any differences +hat might occur
between these two schedules.

24
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Trainer Note

¥hat 1Is essential to stress about the Immunization schedule |lsted
In Handout 36B (Answers To Chlldhood Diseases Chart) Is that this
schedule |lsts the minimal age for the flrst dose and the minimal
Interval between successive doses recommended by the World Health
Organization. Based on these recommended minlimums, counirles may
develop an Immunization scheduie that gives dlifferent ages for
recelving the first dose of vacclne. I+ Is important that
volunteers follow the vacclnation schedule of the host couniry.
Thls as well as the following polnts and other factors that you the
tralner may be aware of concerning country-specific schedules
should be discussed:

- Loglstical reasons, l.e., shortage of health personnel,
facllities, transportation and equipment,

- Medical phllosophles, e.g., physlclans belleve that maternal
antlbodles for certaln diseases may interfere with a chlld!s
development of protective antibodies. Therefore, the chlld
wil|l nead to be revacclnated, which Is not cost-effective.

- Polltlcal reasons, e.g., WHO recommendations are not
accepted by the MOH.

- Selectlion of InjJectable pollo vaccine Instead of oral pollo
veccline,

Step 3 Defining Levels of Prevention

(20 min)
Based on the Information presented In Tralner
Attachment 38A (®Levels of Prevention®) present a
brief lecturette defining In general +he three
fevels of prevention.

Tralner Note

This presentation should emphasize primery prevention via Immuni-
zatlion. Discusslon of secondary prevention should Incorporate
the treatment sectlon of Handout 36B (Answers To Childhood
Diseases Chart) and Include the local remedies or treatments.
Tertlary preventlon pertains mainly to resldual paralysis from
contracting pollo.

10 Hinuts Break
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Step 4 Flnal Preparation for Presenting the Puppet Show @
{60 min)

Have +the participants divide Into the two groups

they formed at the end of Sesslon 37. Ask thea to

Incorporate the new Information they've gained In

this session Into thelr scripts and to flnallze

any other waterlals and methods that they wiil use

In their show. Tell the groups they have the rest

of the sesslon to flnish thelr presentation

preparations,

Tralner Kote

The tralner and particlpants should pre-arrange the time of the
health presentatlons, Whether it happens Immediately at the close

of the sesslon or later in the evening wlll depend on your
particular sjtuation.

Prior to curtaln time prepsre some after show roefreshaents and meke
sure seating Is arranged for the Invited guests, Also, ask a
member of the group to serve as ¥emcee® for the ectlvities,

Step 5 Present the Health Educatioa Lessoas g
(xx min)

Ask the emcee to welcowe the guests and have one

member of each team describe the setting and

target groups for whom the show/lessons were

developed, 1.s., mothers or school-age chlldren.

At the end of the presentations, have the emces

thank the audlence for coming and Invite thea to

stay for refreshments which are in the Slobby.®

Tralner Note

Elther after the guests have gone, or at the beginning of the next
morning's session, ask participants to process the experlence of
designing and Implementing the heaith shows, Be sure they dliscuss
how they felt thelr presentations went and what suggestions for
Improvement and/or change they would advise. Ask them to discuss
how useful they +thlnk these techniques are for presenting health
education Information,

oy
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LEVELS OF PREVENTION

With prevention a dominant theme, it may be well to elaborate
upon this word. In a narrow sense, prevention simply means
inhibiting the development of a disease before it occurs. However,
in current usage, the term has been extended to include measures
which interrupt or slow the progression of disease. For this reason
several levels of prevention are said to exist."Primary prevention
(appropriate in the stage of susceptibility) is prevention of disease
by altering susceptibility or reducing exposure for susceptible indi-
viduals;- secondary prevention (applied in early disease, i.e., pre-
clinical and clinical stages) is the early detection and treatment of
disease; tertiary prevention (appropriate in the stage of advanced
disease or disability) is the alleviation of disability resulting from

3 disease and attempts to restore effective functioning.

Primary Preveition

Prevention of the occurrence of disease consists of measures
which fall into two major categories: general health promotion and
specific protective measures. General health promotion includes
provision of conditions at home, work, and school which favor
healthy living, e.g., good nutrition, adequate clothing, shelter, rest,
and recreation. It also encompasses the broad area of health educa-
tion, which includes not only instruction in hygiene, but also such
diverse areas as sex education, anticipatory guidance for children
and parents, and counselling in preparation for retirement. Specific
protective measures include immunizations, environmental sanita-
tion (e.g., purification of water supplies), and protection against ac-
cidents and occupational hazards.

The past successes of public health in developed countries
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have been accomplished largely by primary prevention of infec-
tious disease through environmental manipulation and immuniza-
tion. The most pressing unsolved problems in these countries-today
are chronic diseases whose prevention requires modification of
deeply-rooted individual behavior, such as dietary patterns, physi-
cal activity, and the use of alcohol, tobacco, and other drugs.
Equally obdurate and important is the problem of deaths and inju-
ries from accidents, especially motor vehicle crashes. Future efforts
at primary prevention of these conditions will probably focus both
on aticmpts to influence individual behavior and on environmental
controls (e.g., air-bags in cars, altered composition of dietary fats)
which will in part shift health-related decisions from the individual
to social institutions.

Secondary Prevention

With early detection and prompt treatment of disease, it is
sometimes possible to either cure disease at the earliest stage possi-
ble or slow its progression, prevent complications, limit disability,
and reverse communicability of infectious diseases. On a commu-
nity basis, early treatment of persons with infectious diseases (e.g.,
venereal infections) may protect cthers from acquiring infection @
and thus provides at once secondary prevention for the infected in-
dividuals and primary preventioa for their potential contacts. Ex-
amples of diseases in which eflorts at control center primarily
around secondary prevention are diabetes, in situ carcinoma of the
cervix, and glaucoma.

As is true of primary prevention, secondary prevention is a re-
sponsibility of both physicians in private practice and those in com-
munity posts. Health departments and other community agencies
often conduct screening surveys in which asymptomatic persons
are tested to uncover disease in its early stages.

Tertiary Prevention

This consists of limitation of disability and rehabilitation
where disease has already occurred and left residual damage,
Physiotherapy to an affected limb to restore motion and prevent
contractures exemplifies measures for the limitation of disability.

Rehabilitation is the name given to attempts to restore an af-
fected individual to a useful, satisfying, and, where possible, self-
sufficient role in society. Its major theme is maximal utilization of

251
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the individual’s residual capacities, with emphasis on his remain-
ing abilities rather than on his losses. Since modern rehabilitation
includes psychosocial and vocational as well as medical compo-
nents, it calls for good teamwork by people from a variety of profes-
sions, as shown in Figure 1-1. It may also require extensive physi-
cal facilities and sufficient funding to provide a variety of services
over a prolonged period of time.

Until the occurrence of death, it may be possible at each stage
of the evolution of a disease process to apply appropriate measures
to prevent continued progression and deterioration of the patient’s
condition. The different levels of prevention can be fully under-
stood only in relation to the natural progression or natural history of
disease. The clearer our understanding of the natural history of a
disease, the greater may be the opportunities for developing effec-
tive points of intervention. The interrelations between natural his-
tory and levels of prevention will be {llustrated by a specific ex-
ample, stroke.

Mausner and Bahn. Epldemlology: rn Introductlon Text. pp. 9~11)




TOTAL TIME

OVERY 1 EX

OBJECTIVES

RESOURCES

SESSION 39
DEHYDRATION ASSESSMENT

2 hours

Speclflc checkllsts and charts that summarlize
"what to look for"  help particlipants more
accurately ldent | fy potentlal dehydration
resultling from dlarrhea.

In this sesslon particlpants ldentify the vlisual
signs and symptoms of dehydratlion resulting from
dlarrhea. Using the WHO Dlarrhea Treatment Chart,
they assess the signs of dehydratlon presented In
case studles and determlne’ the approprlate
treatment plan to follow for severity and degree
of dehydratlion. They close the session with a
review of what they have learned and an optional
discusslon ~* how to adapt the treatment chart for
use In the village.

o To ldentify physical signs of dehydration.
(Steps 1, 2)

e To use the WHO Dlarrhea Treatment Chart to
assess patlents for signs of dehydration and to
determine approprlate treatment plans.

(Steps 4-6)

Handouts:
= 39A Introduction to Treatment of Dlarrhea
- 398 Assessing Children with Dlarrhea
- 39C WHO Dlarrhea Treatment Chart
- 39D Dlarrhea and Dehydration Case
Assessments

Tralner Attachments:

- 39A Plctures of Chlldren with Some Signs
of Dehydretion (fo be developed by
tralner)

- 39B Guldellnes for Presentation of WHO
Tirxatment Chart

- 39C Case Studles for the Treatment of
Dlarrhea
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MATERIALS Sllde vlewing equlpment; slides and/or plctures
of chlldren with physical signs of dehydration;
poster-size version of WHO Dlarrhea Treatment
Chart; newsprint and markers; plastic bag,
water and gourd baby.

PROCEDURE

Tralner Note

Prior to this sesslon, the tralner should obtaln photos or slldes
of chlldren who exhibit some of the following signs of
dehydrations

dry cracked |lps

slightly sunken eyes

Inelastic skin (pinched skin does not respond after two
seconds)

welght loss

sunken fontenelle

sad |lstless appearance

Also obtain a copy of the WHO poster-size Dlarrhea Treatment Chart
(avallable ‘rom elther the WHO country ccordinator or local UNICEF
representative).

One or two days before this sesslon, ask a participant with some
health background, to prepare +the presentation for Step 3. The
Iinformation they should Include In thelr presentation Is found In
Handouts 39 A-C. Suggested guldelines for thls presentation are
found In Tralner Attachment 39B. Go over these guldel Ines and
handouts with the participant prior to thls sesslon.

Please note that Handouts 39 A-D are from the WHO CDD Supervisory
Skllls Module entitled "Treatment of. Diarrhea®, Since thls module
Is Included In +the Tralnees resource packet, reproductlon of the
handouts Isn't necessary.

If more Information on dlarrheal diseases Is needed, please refer
to the Peace Corps tralning manuais on
and b - .8, LU ‘ B D OASH

Step 1 Dehydratlon Plcture Gallery

(20 min)

Post the plctures or show the sildes of children
who exhlblt some of the sligns of dehydratlion. Ask
the participants to examlne the plctures/s|ldes
and to Individually record the physical symptoas
they observe. In addltlion, have particlpants jot
down In descriptive terms how each of the chlldren

554
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appears  to feel (e.g., letharglc, Inactlve).
Instruct participants not to talk with each other
while they are meking thelir notes,

Step 2 Discusslon of Observations In Plctures

(20 min)
Hold up or show the pictures/s|ides of dehydrated
children one at a +ime and ask the particlpants to
share thelr recorded observations. Wr|te thelr
response on newsprint and post the approprlate
plcture next to it,

Summarlze the signs observed and discuss the
lIimltations of looking alone. Note the sligns that
require asking and feellng.

TRAINER NOTE

If any of the vlislble signs as stated In Handout 39B (Assessing
Chlldren with Diarrhea) and Handout 39C (WHO Dlarrhea Treatment
Chart) were not stated, be sure to mentlon and record them after
the picture has been shown and the participants observations have
been noted,

Some of the particlpants' observations may relate more to malnu~
trition, vitamin deflclencles and/or certain Infectlous diseases
than to dehydration, While the chlldren In the photos may Indoed
be suffering from these conditlons, +the purpose here Is +o con~
centrate on and dlscuss only the symptoms of dehydratlion, Module 5
as well as other sesslons In thls module contaln speclflc sesslons
which dliscuss these other Interre|ated condltlons In detall,

Step 3 Introducing the WHO Chart

(20 min)
Post a copy of the large WHO Dlarrhea Treatment
Chert In front of +the room along with the defl-
nitions of dlarrhea and dehydratlon that are found
In the Tralner Note below. After the group has
had a chance to look over the chart and
deflInitlons, ask the pre-selected partliclpant to
present and explaln how to use the chart as an
assessment tool. Allow tIme for any questlons or
concerns the group may have Lafore moving on to
the next step.
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Tralner Note

Simply deflneds

Dlarrhea Is a disease characterized by frequent passage of
abnormai ly loose or watery stools.

ﬁghxﬂcgijgn Is loss of a large amount of water and salt from the
body.

Acute Dlarrhea is characterized by three or more abnormally {oose
or watery stools per day for three weeks or less and Is caused by
an Infectlon of the bowel.

Chronic Dlarrhea 1Is characterized by dlarrhea lasting more than
three weeks and Is caused by an Infection of the bowel, under-
nutritlion or by worms and other parasites.

As mentloned earller, the trainer should help the presenter
prepare hls or her explanations of the WHO Chart. Use the
guidellnes offered In Tralner Attachment 39B as a basis for
developing a conplete presentation.

Step 4 Practlce Assessment of Dlarrhea and Dehydration

(20 min)
After the Introduction of the chart, distribute
Handout 39C (WHO Dlarrhea Treatment Chart) and
Handout 39D (Dlarrhea and Denydration Case
Assessments) . Have +the particlpants form small
groups to work through the exercises and write
thelr answers on a sheet of paper. Suggest that
they revlew the plctures of chlldren with signs of
dehydration 1o help them cosplete the assessment
exerclses more easlly.

Tell them to only answer +he questions partaining
to the assessment of the cases and to hold thelr
answar for treatment untll later.

Tralner Note

If particlpants have a copy of the WHO Supervisory Skiils Ireatment
of Diarrhea, tell them to look at the WHO chart on pages 12 and 13
and do the exerclses on pages 28-31.
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Step 5 Comparlson and Discusslon of Assessments

(20 min)
Reconvene +the group. Assign each group the task
of reporting and dlscussing +the answers for one
case study. The reports should Include expla~
natlons of the assessment process. Depending on
the number of small groups and number of
exerclses, some groups may have to report on mcre
then one case. Allow time for questlons and
discuss any differences of oplnlon or confilcting
answers. Also dlscuss any difflcultlies encoun-
tered In using the WHO chart, and encourage

particlpants to help each other solve these
probjems.

Step 6 Treztment of Diarrhea and Dehydration

(20 min)
Using Tralner Attachment 39C (Case Studies for the
Treatment of Dlarrhea) describe to the group fwo
sample cases of dehydration. Tell particlpants to
review thelr WHO Treatment Charts and describe the
kind of treatment required In each case. Have the
group ldentify specifically what the health worker
should do and what the health worker should tell|
the mother to do In each of the cases.

TRAINER KOTE

For the case using Treatment Plan A, the following rules for home
treatment shoild be stressed:

- Increase flulds

~ Continue feeding (food shouid be offered 5-7 times a dav).

- Look for signs of dehydration.

- Glve the sugar-salt or ORS solution (if avallable) every
time the child has a loose stool and 1f the child vomits
walt 10 minutes and then continue to glve solution In small
amounts.

- The mother should go to a clinic If dlarrhea persists for
longer than 2 days or at the flrst signs of dehydration,

Emphasize that Treatment Plan A Is extremely Important and that If
begun at the first sign of dlarrhea and mixed correctly this
treatment may pravent dehydration,

Continued

o5
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The maln polnts to underscore In Treatment Plan B are:

- The amount to glve depends on the chlld's welght or age.

= The chlld's status should be reassesed after 4-6 hours of
treatment,

= Thls plan should be followed If the child shows two or more
slgns of dehydration,

In both cases the particlpants should understand that the solutlons
should not be kept more that 12 hours. Also, that thelr role for
the wmost part will be In explalning to mothers how to make and when
to glve sugar-salt solution and when chlidren should be referred o
health centers for treatment with ORS packets.

Step 7 Cass Studles

(30 min)
Ask the participants to go back %o the case
studles from Step 4 and Indlvidually answer the
questions which refer to treatment using the WHO
Treatment charts and what they've learned from the
previous step.

Give them 15 minutes then ask for volunteers to
read thelr answers. Discuss any dlfferences or
difflcultles the group encountered In using the
chart,

Step 8 Revlew of the Sesslon

10 wmin)
Ask a particlpant to summerize the maln points
they learned In this sesslon.

Tralner Hote

This summary should iInclude the main things to ®look for® In
assessing dehydration and when %o refer children to health centers.

If possible, the particlpants should visit a health center where
they can observe children who are being treated for diarrhea and
mlid dehydration. it Is Important to emphasize that they need
practice assessing dehydration In children, under the supervislon
of a health worker experienced In this skill, before they can say
they can assess dehydratlon.
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Optlonal Charts as Teaching Toois for Yillage Application
Step 8
(20 min) As a flinal application of the material from this

sesslon, have participants evaluate the advantages
and dlsadvantagss of the WHO Treatment Chart as a
teaching tool for community health workers.

The discussion should Inciude some of +he
fol lowing questions:

- Is thls chart easy to understand and
follow?

- What If any modifications are needed for
use In tralning Ilterate community health
workers?

=  How can the chart be adap d to make It
more appropriate for training non~|iterate
community health workers?

Trainer Note

Session 24 (Adapting and Pretesting Health Education Materials) has
Information on adepting materfals for use with dlfferent target
groups.

259
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INTRODUCTION TO TREATMENT OF DIARRHEA

WHAT IS DIARRHOEA?

The number of stools normally passed in a day varies with the diet and
the person. 1In diarrhoea, stools contain more water than normal--they
are often called loose or watery stools.

HMothers usually know when their children have diarrhoea. When
diarrhoea occurs they may say that the stools smell strongly or pass
noisily, as well as being loose and watery. By talking to mothers you
can often find a useful local definition of diarrhoea. 1In many
societies, diarrhoea is 3 or more loose or watery stools in a day.

Diarrhoea is most common in children, especially those between §
months and 2 years of age. It is also common in babies under 6 months
who are drinking cow's milk or infant feeding formulas.

Frequent passing of normal stools is not diarrhoea.

Babies who are breastfed often have stools that are softer than
normal; this is not diarrhoea.

ACUTE AND CHRONIC DIARRHOEA

Acute diarrhoea starts suddenly and may continue for several days. 1t
is caused by infection of the bowel.

Chronic diarrhoea may vary from day to day and lasts for more than 3

weeks. It can be caused by things such as undernutrition, infection,
worms or other parasites in the gut.

WHY IS DIARRHOEA DANGEROUS?

The two main dangers of diarrhoea are death and undernutrition.

Death from acute diarrhoea is usually caused by loss of a large amount
of water and salt from the body. This loss is called dehydration.

260
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Diarrhoea is worse and more common in persons with undernutrition.
Diarrhoea can cause undernutrition and can make it worse because:

(a) nutrients are lost from the body in diarrhoea,

(b) a person with diarrhoea may not be hungry,

and

(c) mothers often have a bad habit of not f
have diarrhoea, or even for some days a

eeding children while they
fter the diarrhoea is

better.

FPood should be given to children with diarrhoea as soon as they will
eat.

HOW DOES DIARRHOEA CAUSE DEHYDRATION?

The body normally takes in the water and salts it needs (input)
through drinks and food. It normally loses water and salts (output)

through stool, urine, and sweat.

When the bowel is healthy, water and salts pass from the bowel into
the blood. When there is diarrhoea, the bowel does not work normally
and less water and salts pass into the blood. Thus, more than the
normal amount of water and salts are passed in the stool.

This larger than normal loss of water and salts from the body results
in dehydration. It occurs when the output of water and galts is
greater thau the input. The more diarrhoea stools a patient passes,
the more water and salts he loses. Dehydration can also be caused by
a lot of vomiting, which often accompanies diarrhoea.

Dehydration occu~s faster in infants and young children, in hot
climates, and when there is fever.

TREATING DIARRHOEA

The most important parts of treatment of diarrhoea are 20 (1) prevent
dehydration from occurring if possible and {2) treat dehydration
quickly and well if it does occur.

Treat at home
with fluids.

Child improves.

Child gets worse
Debhydration.

* — N
Health worker
treats with
ORS solution.
for 1.v. if
necessary)

Diarrhoea
starts.
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|
|
Prevention of Dehydration: Dehydration can usually be prevented in l
the home by drinking more £fluids as soon as the diarrhoea starts. To i

0 do this, give locally available fluids, such as rice water, fruit
juice, weak tea, or special homemade sugar and salt solutions and/or
increase breastfeeding. The types of fluid or solutions used in your
area for preventing dehydration in the home will depend on:

¢ local traditions,

e availability of salt and sugar,

@ access of people to health services,

¢ availability of oral rehydration salts (ORS),
® national policy.

Treatment of Dehydration: If dehydration occurs, the child should be
brought to a community health worker or health centre for treatment.
The best treatment for dehydration once it has occurred is oral
rehydration therapy using a solutiorn made with oral rehydration salts
(ORS). This treatment will be described in this module. Although this
module talks mostly about treating children with diarrhoea, the same
treatment is also good for adults with diarrhoea. For treating
dehydration, ORS should always be used if possible.

Throughout this module you will have to consider the recommendations
that are made and apply them to the conditions in your own health area.

@ LEARNING OBJECTIVE

The tasks necessary to treat diarrhoea are shown in the following
chart. The information, examples, and practice exercises in this
module should prepare you to do these tasks in your own health area.

Perform the following step regularly, whenever you have the opportunity:

Educzte family members
about home treatment
of diarrhoea. 1.0

Perform the following steps whenever a child is brought for treatment
of diarrhoea:

Assess child Treat child Record data
with diarrhoea. p——3 with diarrhoea. }+——{ on child.
2.0 3.0 4.0
| 1
I |
+ ¥
¢ Assess degree of o Select treatment plan
@ dehydration. and treat for dehydration.
Look for signs or Treat for any other serious

syrptoms indicating problems.
another sgerious

problem. -791- oR 2
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EDUCATE FAMILY MEMBERS ABOUT HOME TREATMENT
OF DIARRHOEA.

Dehydration can often be prevented if certain procedureg are
followed in the home when a child gets diarrhoea. Teaching
family members that diarrhoea can and should be treated at home

is very important. They also need to learn how to give the
treatment,

Family members may learn from many sources, such as radio
broadcasts, schools, posters, community meetings, or visits to a
health centre or community health worker. You will need to meet
with community leaders and community members to identify several
sources which together will reach all the families in the health
area. With help and cooperation from community members, each
family can learn about treatment of diarrhoea in the home,

Community health workers and workers at health facilities should

explain the 3 rules of home treatment to mothers ang other

family members whenever they have the opportunity (for example,

when a mother comes for prenatal visits or brings her child for @
immunizations).

When explaining how to treat diarrhoea at home, a health worker
should also ghow the mother what to do so she will understand
and remember. For example, how much fluid the chilg should be
given, or how to make sugar and salt solution, can be better
shown than explained. v

A mother should also be allowed to practice what she learns (for
example, mixing the solution) to make sure she can do it,

For those things that are explained but not practiced (for
example, actually feeding the child), the health worker should
ask the mother to tell in her own words what she has learned, to
be sure she remembers.

The 3 rules for treating diarrhoea in the home are discussed on
the next 2 pages. They are also shown in a shorter version on
"How to Treat Diarrhoea at Home® (the small card for mothers)
and in Treatment Plan A on the DIARRHOEA TREATMENT CHART,

which health workers shouid keep for reference. Whenever a
child gets diarrhoea, the mother (or other family member who is
caring for the child) shdhld follow these rules,

2R3
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1.

.boiled rice, porridges, soups, milk products, eggs, fish,

Give the child more
fluids than usual.

® If the child is
breastfed, try to
give breast milk
more often. If
the child is not
breastfed, in-
crease the amount
of normal milk
feed but dilute
the feed with an
equal volume of
water.

® Give the child:

- locally available drinks or liquids, such as rice
water, soups, weak tea, or fruit juices, and/or

- carefully prepared sugar and salt solutions. These
solutions can be made in several ways (see Annex 1).

Children under 2 years old should receive approximately
50-100 ml (1/4 - 1/2 cup) of fluid after each loose
stool, and older children should receive twice this
amount. Adults should take as much as they want to
drink.

Continue feeding the child.

Starving a child who has diarrhoea can cause undernutrition
or make it worse.

All children 4 months old or older who have been weaned
should be offered solid food during diarrhoea, The best
foods to give are those which are easily digested (such as

and well-cooked meat) and those containing potassium (such
as pineapple, bananas, and coconut water). Some fat or oil
may also be given.

Even though absorption of nutrients from food is lessened
during diarrhoea, most of the nutrients will be absorbed.
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A child should be allowed to eat as auch as he wants. Food
should be offered often (5-7 times a day) during diarrhoea,
because the child is not likely to eat much at each time. The
child should have at least one extra feed a day for a week
after the diarrhoea has stopped,

3. Watch for signs of dehydration.

Discussion of the signs of dehydration begins on page 8 of
this module. If a child develops any sign of dehydration, or
if his diarrhoea lasts another 2 days, the mother should take
the child to the health centre or community health worker.

Home Treatment of Diarrhoea

l. INCREASE fluids
2. CONTINUE food
3. WATCH for signs of dehydration

(From: WHO Supervisory Skills, "Treatment of Diarrhoea")
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ASSESSING CHILDREN WITH DIARRHEA

Since the most dangerous effect of diarrhoea is dehydration, the
first step in treatment of diarrhoea should be to assess the
patient for signs of dehydration. The Procedure outlined in this
step should be followed when a health worker see8 & child whose
mother has stated that diarrhoea is the reason, or one of the
reasons, for the child's visit. (Health workers should be
familiar with all locally used words for dicrrhoea or to identify
various signs of diarrhoea.) These same Procedures should be
followed again when the health worker reasgesses the patient
after some treatment has been administered.

NOTE: Mothers will probably expect you to give a treatment that
will stop the child's diarrhoea. It may be necessary to explain
that oral rehydration treatment is meant to stop or prevent

dehydration, and explain why this is more important than stopping
the diarrhoea.

ASK, LOOK, AND FEEL FOR SIGNS OF DIARRHOEA OR OTHER SERIOUS PROBLEMS.

The signs a health worker should ask, look, and feel for are
listed below and on the next page, and in the table "How to
Assess Your Patient"™ on page 13. Fold out this table now. Read
the following 1list to become familiar with the questions a health
worker should ask, the conditions he should feel for, and the
things he should look for. As you are reading this material,
also refer to the fold-out table to learn how to interpret each
sign.

7he health worker should:
ASK the following questions:

e How many liquid stools per day has the child had?
For how long has the child had diarrhoea? 1Is there blood
(more than 1 or 2 streaks) and mucus in the stool?

® FHas there been any vomiting?
1f so,
—~ Has there been more than a small amount?
- How frequently has the child vomited?

® 1Is the child : s> to drink?
If so, is he ..irstier than normal?

© Has the child passed urine in the last 6 hours?
If so, .

- Is it a normal amount or a small amount?
- Is it darker than normal?
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IOOK for the foilowing conditions:

e What is the child's general condition?

- Is he well and alert?

- I8 he unwell, sleepy, or irritable?

- Is he very sleepy, floppy, or unconscious?

- Is he having fits?

- Is he severely undernourished? Note: A health worker
may be able to tell by observation whether a child has
severe undernutrition. If he cannot tell by observation,
he can determine whether a child between 1 and 5 years
old is undernourished by measuring the upper arm. If the
distance around the arm is less than 12.5 cm, the child
is severely undernourished. One way to measure the arm
is with a tri-coloured arm strip (see Annex 2). If the

red part of the strip is touched, the child is severely
undernour ished.

Does the child have tears when he cries?
Are his eyes normal, sunken, or very dry and sunken?
Is his mouth wet, dry, or very dry?

Is his breathing normal, faster than normal, or very fast
and deep?

FEEL for the following:

© When the skin is pinched, does it go back quickly, slowly,
or very slowly (longer than 2 seconds)? 1In a baby, the
health worker should pinch the belly; he may also pinch the
back of the neck, or back of the hand. Note: Pinching the
skin may give misleading information in severely
undernourished or obese patients. 1In the severely
undernourished patient, the skin may go back slowly even if
the patient is not dehydrated. 1In the obese patient, the
skin may go back quickly even if the patient is dehydrated.

® Can the pulse be felt?
If 'so, is it normal, faster than normal, very fast, or weak?

© Is the fortanelle (the soft spot on top of the head)
normal, sunken, or ve:iy¥ =uiiken? -
Note: This is = helpful sign only in children whose
fcmiznziie 15 not yet closed (usually children under 12
months old).

WBIGH the child, if a weighing machine is available.

The reasons for weighing the child are: (1) If the child has
been weighed routinely, you can notice suddGen weight losses
during a diarrhoeal illness which can indicate the presence
and extent of dehydration, and (2) weighing the child at
intervals during therapy is helpful in assessing the progress
of rehydration.

R 9.
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¢ If a weighing machine is available, carefully weigh the
child unclothed or lightly clothed. If the child has been
routinely weighed and his weight has been recorded, compare
the child's present weight with his 1ast recorded weight,

Has there been any weight loss during the diarrhoea? If
80, has there been a weight loss of 25~-100 grams for each
kilogram of the child's weight or has the weight loss been
more than 100 grams for each kilogram of weight?

This may be difficult to determine without a very accurate
weighing machine. For this reason, it is best to rely on
Your assessment of the other signs to make a judgement
about dehydration.

® If a weighing machine is not available, do not delay
treatment.

TARE TEMPERATURE;

® Does the child have a high fever (more than 38.5°C or
1019F)? Note: Take the child's temperature either in
the rectum or the armpit, Rectal temperature should be
taken if the health worker is used to that procedure and
has several rectal thermometers or is able to disinfect the
thermometer after each use. Otherwise, the axillary
(armpit) temperature should be taken.

DETERMINE APPROPRIATE TREATMENT.

Locate on the table "How to Assess Your Patient® the signs
which describe the chilgtsg condition,

Determine if any of the signs in Column D are present. 1f
80, there are serious problems which require treatment in
addition to any treatment which may be needed for
dehydration. Treat these problems according to customary
Practice or refer for treatment. If there is much blood and
mucus in the stool and high fever, suspect dysentery. Treat
this problem with antimicrobialsg,

Determine the degree of dehydration.

= Look at Column C, If 2 or more of the signs listed in that
column are present, conclude that the patient has severe

dehydration.

- If 2 or more signs from Column C are not present, look at
Column ‘B. If 2 or more of the signs listed in that column
are present, conclude that the patient has some dehydration,

- If 2 or more signs from Column B are not present, conclude
that the patient has nc signs of dehydration.
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¢ Select the appropriate treatment p.an based on the degree of
dehydration. These treatment plans are described on the
DIARRHOEA TREATMENT CEART, which you will be given.

For no signs of dehydration, select Treatment Plan A - To
Prevent Dehydration.

For gome dehydration, select Treatment Plan B - To Treat
Dehydration with ORS Solution.

Por gevere dehydration, select Treatment Plan C - To Treat
Severe Dehydration Quickly.

EXAMPLE A mother brought her 3-year-old daughter, Rania,
into a clinic because she had diarrhoea. The clinic worker
asked, looked and felt for signs of dehydration. Here is

the table "How to Assess Your Patient® with his findings circled:

RN TO ASSISS YOUR PATIENT

A ] [
1. ASKX ABOUT: DIAIRRORA 4 te 10 1iquid eteels Kere than 10 114uid otoele Loager than 3 weeke dutetion (chroale
pet day per day disrrhoes)
voizinc Koot or 2 snall o5ovit) | seee Yory frequest
st (Bernal) Crestor thas sermsl Oaadla te driek
i @ A emsll seount, 4otk Bo wrine for 6 hours ¢
2, LOOK AT: coolTion } Yell, alert Yery eleepy, uncensclious Severe wndsravtrition
tleppy ot having fits
TARS Adsent Adsent
s Sunkes Yery dey and guales
WOUTR and bry Yery dry
Toucux
BRZATRIEGC Toster than rorwel Yery faot ond deop
3. s k240 § A plach goeo back A pinch goes back very
eslevly olevly
HAST Toster thea sorwal Yery fast, weok, or youo
consot feel gt
rosTArmLE Sefwel Sestan Yory svales
(1s tafants)
4, TAKE TOOEIATURR Nigh fever = 38.5°C (er 101%7) or
greater
3. ¥EICH 17 pos3iBLR Se welght Josa during Loss of 25130 2rams Lase of sere thes 100
disrrhoes for eoch Kilogren of Ltene for cach kifegron
velght ef weight
4, DECIN The patiest Mg oo 11 the potfest Mae 11 the potient hag 2 ot 1 the petieet das chroaic diarchoen,
signe of dehydratisa 2 of mote of these wote of these donger vafersutrition, or high fever, treat
signe, M has goue aigne, bhe Me severe or teler te tor
éehydeation dehydeation trratwent,
10 there fa Mool or mucvs In the
otool amd high fever, svepect dysestary
Vse Plan & Oee Plan ¥ea Plas C I ond treat vith astiafcrediels.

Because Rania had blood and mucus in her stool and a high fever
(Column D), the clinic worker suspected dysentery and prescribed
Ampicillin., Since Rania had no signs from Coluin C and only

1 sign from Column B, the clinic worker determined that she had
no signs of dehydration. He thus used Treatment Plan A to
prevent Rania from becoming dehydrated.

(From: WHO Supervisory Skilis, "Treatment of Diarrhoeat)

RRY
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WHO DIARRHEA TREATMENT CHART

D

Longer than 3 weoks duration

1. ASK A30UT: DIARRHOEA § Less than 4 liquld stools per day | 4 10 10 tiquld stools per day § More than 10 liquid ctools per day {chronic diarrhoss)
VOMITING  § None or a small smount Some Vary frequent Blood or mucus In the stool
THIRST Normal Groater then normal Unable to drink
URINE Normal A sraall amount. dark No urine for 8 hours
2. LOOKAT:  CONDITION § wetl, alet Unwell, sioepy or Irltable & fiort 11oeE brcgracious. Severe undemutrition
TEARS Presant Abeont Absent
EYES Norma! Sunken Vory dry and sunken
MOUTH and ] Wet Dry Very dry
TONGUE
BREATHING m:lso) (&gbr_m normal (”4’6‘!?6} and doep
3. FEEL: SKIN A pinch goes back quickly A pinch goos back slowly A pinth goes back very slowly
PULSE ormal r Vory fast, weak, of you cannot
{ess than 120) (§ 28 1) i ol
FONTANELLE] Normat Sunken S eladd0)
(in Infents)
High fover -~ 38.5°C (or 101°F)or
4. TAXE TEMPERATURE greater
Loss of 25-100 grams Lots of more than 100 grams
5. WEIGH {F POSSIBLE No weight loss during dlarrhoss | (or esch kllogrem of welght 8 for each kliogram of weight
6. DECIDE The patient has no signs of i the patlent has 2 or more £ I the patient has 2 or more 1 tho patlent has chronic dlasrhosa,
deshydeation of these slgns, he hessoms § of these dsnger signs, he has sevore undernulriticn, or high fever,
dehydration severe dehydration trost of refat to . for trestment.
if theru Is blood o mucus In the stoot
and high fever, suspect dysentery and
Use Plan A Uss Plan B Use Plan C l:l with sntimicrobdlats,
" ’.:
-799-
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TREATMENT PLAN A
TO PREVENT DEHYDRATION

EXPLAIN TO THE MOTHER HOW TO TREAT DIARRHOEA AT
HOME FOLLOWING THREE RULES:

1. GIVE YOUR CHILD MORE FLUIDS THAN USUAL, such as:
® rica water, frult julce, weak tea, or salt and sugar solution and
® breast milk, or milk feeds mixed with equal amcunts of water

2. GIVE YOUR CHILD FOOD:
® a5 much 83 he wants
® 5to 7 tir.es a day
¢ which is easy to digest
@ which contains potassium

3. WATCH FOR SIGNS OF DEHYDRATION. (You must show the mother
how to ASK, LOOK AND FEEL for the signs. Then ask her to show you.)
BRING YOUR CHILD BACK, IF:

® you seo any signs
@ your child has diarrhoea for snother two days

TELL THE MOTHER THESE RULES ARE IMPORTANT.
EXPLAIN THAT SHE CAN PREVENT DIARRHOEA, IF;

L shc: gives ner child fresh, clean and well-cooked food and clean drinking
water
® she praciices good hygiene

SHOW THE MOTHER HOW TO PREPARE AND GIVE ORS
SOLUTION AT HOME, IF:
® her child has been on Plan 8

¢ it is national pollcy to give ORS solution to all children who visit a health
centre for ciarrhosa treatment

® the mother cannot come back if the diarrhoea gets worse
GIVE THE MOTHER ENOUGH ORS PACKETS FOR 2 DAYS

AFTER EACH LOOSE STOOL, TELL HER TO GIVE:
@ 50-100 ml (%% cup) of ORS solution for a child less than 2 years old
¢ 100-200 m| for older children. Adults can take as much as they want

if the child vomits, tell her to wait 10 minutes and then continue slowly giving
small amounts.

NOTE: Children being given ORS solution should not also receive salt and sugar
solution.
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TREATMENT PLAN B

TO TREAT DEHYDRATION
WITH ORS SOLUTION

1. USE THIS TABLE TO SEE HOW MUCH ORS SOLUTION IS
SUITABLE FOR 4-6 HOURS TREATMENT:

Patient's weight h& 5 7 9 1 13 15 20 0 40 s

inkilo' ams sl bl el U 1T T F

Patient's age * 2 4681012182 3 486 8 15 adutt
months — é———yearg——)

Give this in ml: | 200400 | 400-600 | 600-200 | 800-1000 | 1000-2000 | 20004000

much in local

solution n

for4-6  unitof

hours  Mmeasure:

* Use the patient’s age only when you do not know the weight.

ifthe patient wants more ORS solution, glve more. It the eyelids become putfy, stop
s and give other fluids. Use ORS solution again when the puffiness Is gone.

Ifthe child vomits, wait 10 minutes and then continuesiowly giving smail amounts of
ORS solution.

2. IF THE MOTHER CAN REMAIN AT THE HEALTH CENTRE
* toll her how much ORS solution to give her child
® show her how to give it
o watch her give it

3. AFTER 4-6 HOURS REASSESS THE CHILD. THEN CHOOSE
THE SUITABLE TREATMENT PLAN.

NOTE: FOR CHILDREN UNDER 12 MONTHS CONTINUING TREATMENT PLAN
B AFTER 4-8 HOURS, TELL THE MOTHER TO GIVE:
* Lreast milk feeds batween drinks of the ORS solution, or
¢ 100-200 mis of claan water before continuing ORS if she does not breast
feed her child

4. IF THE MOTHER MUST LEAVE ANY TIME BEFORE
COMPLETING TREATMENT PLAN B, TELL HER:
* to finish the 4-6 hour treatment as in 1. above
® to give ths child &3 much ORS solution as he wants after the treatment
o to look for the signs of dohydration and, if the child has any, o return the
next morning

Give her enough ORS packets for2 days and show her how to prepare ORS solution,
Explaln briefly how to pravent diarrhosa.

R
R
oD

)
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TREATMENT PLANC

TO TREAT SEVERE
DEHYDRATION QUICKLY

Follow the arrows. lf the answer to the questions is ‘'yes’, go across. ifitis
‘no’, go down.

START HERE

Can vou give
intravenous (JV)

1. Give IV fluids.

2. After 4-6 hours,
reassess the child and
choonse the suitable

e YES B

fluids?

[ ] treatment plan.
NO
. . Start treatment
an the child - with ORS solution,
drink? YES § as in Treatment

Plan B.

Send the child
for IV treatment.

. Start rehydraticn
using the tube.
2. H IV treatment is

available nearby,

send the child for

immediate IV

treatment.

Are you trained

to use a naso- -
gastric tube for § BEAKRREE YES
rehydration?

URGENT: Send
the child for
iV treatment,

NOTE:}f thereis a hidh fever, show the mother how to cool the child with awet cloth
and fanning.

(From: WHO Supervisory Skills, "Treatment of Dlarrhoea®)

. @73
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DIARRHEA AND DEHYDRATION CASE ASSESSMENTS

In this exercise you will read descriptions of 3 different children
with diarrhoea. For each child, you will agsess the degree of

dehydration, select a treatment plan, and describe the treatment you
would give.

Refer to the DIARRHOEA TREATMENT CHART as you work. You should
become familiar with the chart 80 that you will be comfortable
referring to it when you treat patients who come to you.

CASE 1

Sione is 5 months old. His mother is breastfeeding him. His
diarrhoea started last night and he has had 8 stools which were
very watery. He also vomited. The health worker looks for blood
and mucus in the stool but cannot see any.

As the health worker examines Sione, she finds that the skin
Pinch goes back slowly, the fontanelle is a little sunken, and
the eyes are a little sunken. Sione does not have a fever and is
not vomiting now. His urine amount is normal.

a. Does the child have signs of dehydration? If yes, describe
then.

b. Is he severely dehydrated?

-803-
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¢. Which treatment plan should the health worker select and
follow?

d. BHow much ORS sgolution should be given to the child in the
first 4 - 6 hours?

e. What should be done if the child vomits?
f. When should the child be reassessed?

When the health worker reassesses Sione, she finds that he is
still having some diarrhoea. His skin pinch goes back quicker
than before, but his eyes and fontanelle aze still a little
sunken.

g. Describ2 the treatment to be given now.

After another 4 hours, Sione looks much better. His eyes have
filled out, the fontanelle is normal, and the skin pinch goes
back quickly.

ﬁ. What should be done next? Why?

CASE2

Ana is 3 years old and weighs 13 kg. Her diarrhoea started 24
hours ago and she hasxpad 3 liquid stools. Her mother took her
to the home of the conlaunity health worker. As the health worker
assesses the child, he finds that she looks quite well. Her
mouth ig wet, her skin when pinched goes back quickly, her eyes
look normal, her pulse is normal, and she passes urine normally.
However, her mother says she wants to drink a lot.

a. Identify the sign(s) of dehydration which Ana has.
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b. What treatment plan should the health worker gselect and
follow?

c. It is the policy of the national diarrhoeal disease control
programme to give ORS solution to children who visit a health
worker for treatment of diarrhoea. The health worker gives
Ana‘'s mother enough ORS packets for 2 days and ghows her how
to mix and give ORS solution. Ana's motkrer gives Ana about
200 mls of ORS now. When should the mother give Ana ORS
solution again, and how-much should she give to her?

d. What advice should the mother be given about feeding the
child? (List the liquids and foods available in your area.)

e. What should the mother do in the future when the child gets
another episode of diarrhoea?

CASE3

Dano is 8 months old. He is already weaned. His mother brings
him to a community health worker because he has had diarrhoea for
a week and it is now worse: (There have been more than 10 liquid
stools the day she brings him to the health worker). Dano has
received no food since the diarrhoea started. He is very quiet
and floppy. He has passed no urine since last night. When he
cries thefe are no tears. The health worker takes the child's
temperature and finds that it is 40°C. Dano has very dry and
sunken eyes and a very sunken fontanelle, and a very fast pulse.

Bowever; he is conscious and opens his eyes to look at the health
worker.

a. What signs of dehydration does Dano have?

b. 1Is there gome dehydration or gevere dehydration?

296
-805-
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C. Are there any other serious problems?

The community health worker is not able to provide 1V treatment,
80 he decides to send Dano with his mother to the health centre.

d. what should he do for Dano before the chilgd is gent to the
health centre (Dano is able to drink)?

Dano and his mother arrive at the health centre where Iv
treatment can be administered. This health centre uses Ringer's

Lactate solution. The nurse weighs Dano and finds he weighs 5§
kilos. ‘

e. Bow much IV fluid should be given to the child the first hour?

Two hundred ml of IV fluid are given to the chiid within the next
2 hours. His fever is treated according to the custonmary
Procedure of the nhealth centre. The child’s progress is
assessed. The number of stools ig decreasing and he hasg
urinated. His eyes and fontanelle are still sunken, his pulse ig
not as fast, and he is a little more alert.

f. What should the child be given during the next 3 hours? How
much should be given?

After 6 hours of therapy, Dano's fontanelle is a 1ittle sunken.
His eyes are sunken but not dry, and his pulse is normal. He no
longer has a high fever.

g. What treatment plan should be selected and followed?

(From: WHO Supervisory Skills, "Treatment of Diarrhoea")
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GUIDELINES FOR THE PRESENTATION OF THE WHO DIARRHEA TREATMENT CHART

Explain the purpose of the Chart,

1) To show how to assess patlents for sighs of dlarrhea and
dehydration, ‘

2) To serve as a reference for medical personnei,

ldentify and demonstrate the signs and symptoms of dlarrhea and Gehy-
dration, Including chronic dlarrhea and acute dysentery.

1) Examples of what to Include and ways to do It are found on the
attached pages and In Handouts 39 A-C. Country or culturally
speciflc pictures of the signs should be used.

2) Have participants practice taking a pulse and timing resplration
rates. Ask them to take their temperature under the axlllary arm
and In the m:uth and compare thelr readings. (There Is usual ly
10 difference).

3) Explain that all children who show signs [Isted under Column D,
of the WHO chart, alone or In conjunction with signs from Column
A, B, or C need to visit a health center for treatment with
specific drugs as well as with oral rehydration soluticn.

Close the step by mentioning the five steps a person should do In his
or her continued assessment of the ch!ld's condition.

1) Ask the mother about the child's condition,
2) Look for signs Indicating the child's condition.

3) Feel the child for skin elasticity, pulse rate and sunken
fontenel le.

4) HWelgh the child.

5) Take the chlld's temperature,




What is dehydration?

It is the loss of
too much water}

To ook at the problem of dehydration, start by
tatking about somsthing familiar to the children.

For example, in Latin America and parts of
Africa, people associate diarrhea with sinking

in of the soft spot (fontanel) on the top of a
baby’s head. People believe the brains have
slipped down and this has caused the baby's
diarrhea. Help the children see for themselves
that the sinking of the soft spot results from the
loss of water in the baby’s body (dehydration).

To fearn about dehydration, the children can
conduct their own experiment by making a ‘gourd
baby’ like this one:

1. Cut off the top,
like this,

2. Fill the gourd to the
brim with
water.

Make a
small
hole with
a plug.

gourd

3. And cover it with a
thin wet cloth.

4. Then have the
children pull the plug
and watch the cloth
{soft spot) sink in!

If you do not have gourds, a plastic bottle or tin
can will do,

plastic
tin bottle
can “
-y

NN

Ask the children: “Why did the cloth sink in?
What does the baby need to make the soft zpot
rise again?”’ In this way the children find out for
therngelves that a sunken soft spot in a baby is a
s'gn of dehydration.

279

Session 39, Tralner Attachment 398
Page 2 of 3

N AN
_ YA SUNKEN SOFT Spot |
The children MEANS... -
may want to

make drawings
or posters like
this one so that
other persons
can learn, too.

THE BABY NEEDS
‘XMORE LiQulDp ¥ ))

v

Learning the different signs of dehydration

The children have already discovered that a
sunken soft spot is a sign of dehydration. By
putting additional holes in the ‘gourd baby’, they
can experiment to learn other signs of dehydration,

When 7 baby has
enouy., water, he

pees well,

. ”,
urine

il 'diarrhea
When he has lost a
lot of liquid, he
no longer
pa.sses 00\2
urine urine
(although ~~————water
the diarrhea o level
continues). /41 diarrhea

In this way, the children discover that a child
who passes little or no urine is probably dehydrated.

By putting a small hole at the corner of each
eye, the children can notice that tears no longer
form when a baby is dehydrated.

When the gourd is full of water,
it forms tears.

Tears form when
the baby cries.

water . No tears now
level A when the
baby cries.

So the children learn that if a baby does not form
tears when he cries, he is probably dehydrated.

* -808-
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To find out what happens when a child has
vomiting as well as diarrbea, the children can do
the following:

MY/

Pull out the Q

plugs to show

that diarrhes

with vomiting

causes a more

rapid loss of o
water.

A \)

In this way, the children find that dehydration
comes more quickly and is more dangsrous when s
child with diarrhes also has vomiting.

What happens when a child loses too much
water?

The children can experiment to see how
dangerous dehydration is to a baby.

For example: They can pick 2 flowers, put one
in water, and keep the other without water.
They will see that one lives while the other wilts
and dies. Ask them why this happens.

without
water

Let the children compare this to a child with
diarrhea,

without
water

Ask the children, "What does a baby with
diarrhea need so it will not wilt and die?"’

(From: Helping Health Workers Learn.
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Or the children can put a fruit like a plum or
guava in ths hot sun to see what happens to it.

Fresh Fruit It

fruit after it shrinks
full drles and

of in the wrinkles.
water. sun,

Ask the children what they think happens to a
baby when he dries out. Right! He loses weight and
can even become wrinkled,

Often you will not see the wrinkles of a
dehydrated child at once. But children can learn
to do ths following ‘belly wrinkle test’:

Lift the skin of the
belly between two
fingers, like this.

Then let go. If the
skin does not spring
right back to
normal, the child

is dehydrated.

Children can practice this test by pinching the
skin on the back of an adult’s hand. To make it seem
more real, the children can make a simple doll baby
like this from an old sock,

/ o
2/ ”’\ J”/! /w, / )

After the children find out the different signs of
dehydration from their experiments, they can write
the list of signs on the blackboard or on a poster.

SIGNS OF DEHYDRATION

®SUNKEN EYES;

NO TEARS ®DRY MOUTH

S SUNKEN SLITTLE OR
SOFT NO URINE ;
SPOT IN THE URINE (S
BABIES DARK YELLOW

¢ SUDDEN SWHEN PINCHED , SKIN

WEIGHT LOSS DOES NOT SPRING BACK

Chapter 24, pp. 18~19)
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CASE STUDIES FOR THE TREATMENT OF DIARRHEA

TREATMENT PLAN A

The three treatment plans are found on the DIARRHOEA 7 .RATMENT
CEART. Look at that chart now and read "Treatment rlan A,"
which describes treatment that should be given when your

assessment has shown no signs of dehydration. Then do the
following exercise.

A mother has brought her ll-month-old chil@ to a Community Health
Worker because the child has diarrhoea. The mother is breastfeeding
the child. she says she lives far from the health worker and might
not be able to come back for several days, even if the child gets
worse. The health worker asks, looks and feels for signs of
dehydration and finds that the child has none. He decides to begin
treatment using Treatment Plan A. The mother mentions that usually
she gives her children rice water when they get diarrhoea but heard
that the Community Health Worker has something better.

Describe what the health worker would do and what (.2 would tell the
mother.
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Angwer:

Your answer should cover these points in your own words. 71t may
be less detailed than this.

The health worker would first compliment the mother for bringing
her child before he got very sick.

|

|

!

!

!

|

|

|

i - He would tell the mother to increase the amount of fluids offered
| to the child. This would include increasing the amount of breast |
| milk and giving other locally available fluids, such as rice

| water. He would explain that giving rice water, weak tea, or

| juice is a good practice when children get diarrhoea.

|
|
|
|
|
|
|
|
|

He would explain that the mother should feed the child often (5-7
times a day) with foods that are easily digested and which
contain potassium (and would give examples of these foods that
the mother would know).

He would explain to the mother how to watch for and recognize
signs of dehydration and make sure she understands. Note: Some
health workers tell mothers only the more obvious signs of
dehydration (so they will not have so much to remember). These
are:

|

[

i

|

|

|

|

|

|

|

|

[

[

|

§

greater than normal thirst, |
dark urine, i
unwell, sleepy or irritable condition, |
sunken eyes, |
sunken soft spot on the top of the head, [
a pinch of skin goes back slowly. {
|

|

i

|

|

|

|

|

|

|

|

|

|

I

[

|

|

He would tell the mother to come quickly to the health centre or
to a community health worker if signs of dehydration appear or if
the diarrhoea lasts another 2 days.

He would explain to the mother how diarrhoea can be prevented by
giving the child fresh, clean and well-cooked food and clean
drinking water, and by practicing good hygiene.

Because the mother lives far away, the health worker would then
give her enough ORS to last 2 days. He would show her how to
prepare ORS solution and make sure she understood. He would tell
her to give the child 50-100 ml of ORS solution after each loose
stool, show her how much that is, and have her begin giving ORS
solution to the child. He would also tell her vhat to do if the
child vomits.

L




1.

2.

3.
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TREATMENT PLAN B

Now read “"Treatment Plan B," describing treatment vhen sonme
dehydration is present, on the DIARRHOEA TREATMENT CEART. Then
do the following exercise. Remember that it is important to give
ORS solution in small amounts, as with a spoon, and at a steady
pace.

SHORT-ANSWER EXERCISE

A child with diarrhoea has some signs of dehydration. The child
weighs 5 kg and is 8 months old. BHow much ORS solution should be
given to him during the first 4-6 hours?

A mother has brought her 2-1/2-year-old daughter to the health
facility. The child was assessed and found to have some signa of
dehydration. While at the facility, the mother gave her 700 ml of
ORS solution within 4 hours. After 4 hours, the child was
reagsessed and it was determined that she still had some of the
signs of dehydration but she was improving. Assuming that the
mother can stay at the facility, what should be done next?

A one-year-old baby with diarrhoea was brought to the health
centre by his grandmother. The baby was assessed and found to
have some signs of dehydration. The grandmother must leave soon
because her bus will be leaving and her home is too far away for
her to walk. What should the health worker do?

2R3
813- I
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Answer:

l. 200 to 400 ml of ORS solution should be given in a period of
4 hours. (When both the weight and the age of the child are
known, determine t,'e amount of solution needed according to
the child's weight,)

2. Give the child an additional 600 to 800 ml of ORS solution
during the next 4 - 6 hours.

|
|
|
|
|
|
|
|
|
3. Mix some ORS solution, showing the grandmother how it ig :
done. Show the grandmother how to feed the baby the |
solution, slowly with a spoon, and ask her to begin now. |
Tell the crandmother: |

~ to continue for 4 - 6 hours until 600 mls has been given, :

~ after that, to give as much solution to the baby as he |
wants, |

~ if the baby's eyelids become puffy, stop giving ORs |

|

|

|

|

|

|

|

|

|

|

solution and give other fluids instead until the eyelids
return to normal. Then resume ORS solution. .

Two packets of ORS should be given to the grandmother. The
signs of dehydration should be pointed out angd explained to
the grandmother. The grandmother should then repeat them and
show how she will look for them in the morning. If any of
the signs of dehydration are still present in the morning,

the grandmother should bring the baby back to the health
centre.

2RY
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Q TREATMENTPLAN C

Read "Treatment Plan C,® describing treatment for severe
dehydration, on the DIARRHOEA TREATMENT CHART. Also read Annex
S+ "Oral Rehydration Using a Nasogastric Tube,® and Annex 6,
®Intravenous Therapy for Severe Dehydration.®™ Then do the
following exercise:

SHORT-ANSWER EXERCISE

1. A 9 kg. child who is very drowsy and cannot drink is brought to a
amall health centre. There i8 no IV equipment at the health
centre but the health worker knows how to use a nasogastric tube.
How much ORS solution should be given through the nasogast-ic tube
in the first hour?

2. A 4-month-old baby weighing 5 kg. has received 350 mls of IV fluid
in 3 hours and is improving. She can now drink. Complete the
following sentence to show the correct treatment.

Give mls of within the next hour (s} .

3. A 3-month-old boy weighing 4 kg. has been treated for severe
dehydration for 6 hours, first with IV for 3 hours and then with
ORS solution for 3 hours. The child has just been reassessed. He
is improving but still has some signs of dehydration. Complete
the following sentence to show the correct treatment.

Give nls of within the next hour(s).

— mmr v e S vt wr Smn s A Gap Ay S e G Gy e S emm S ey e e S mmy mmm e A e .

1. 180 ml (20 x 9 = 180)
(The child weighs 9 kg, and Annex 5 specifies 20 ml/kg.)

Give 200 m1 (40 ml x 5 kg) of ORS solution within the next 3
hours.

3. Give 200 to 400 ml of ORS solution within the next 4 -~ 6
hours (Amount of ORS solution is based on the table in
Treatment Plan B on the DIARRHORA TREATMENT CHART.

N
.
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TREATMENT OF OTHER SERIOUS PROBLEMS

Refer to the DIARRHOEA TREATMENT CBART and Annex 7 of this module
as needed as you do the following exercise:

SHORT-ANSWER EXERCISE

A child is brought to you for treatment of diarrhoea. The child is 1
year old and weighs 10 kg. You assess the child and find that he has
some dehydration. You also find that he has a fever of 40.5°C and
blood and mucus in the stool.

In addition to ORS treatment for his dehydration, what other treatment
should you give the child?

(From:

Answers

You should begin antimicrobial treatment for possible dysentery.
According to Annex 7, the drug of choice would be either
Ampicillin or Trimethoprin-Sulfamethoxazole. If you chose
Ampicillin, the dose would be 1000 mg a day (100 mg x 10 kg) in
4 doses. That would be 250 mg given 4 times a day. The
treatment would be continued for 5 days.

You should also try to lower the fever (for example, with a wet
cloth and fanning).

WHO Supervlisory Skills, "Treatment of Dlarrhoea®.)

285 -816-




TOTAL TIME

OVERVIEW

OBJECTIVES

RESOURCES

Sesslon 40
REHYDRATION THERAPY

3 hours -

To effectively treat dehydration requires the
replenishment of salts, flulds, and nutrients
to the body. All +types of dlarrhea require
some type of rehydration and different methods
have been used over time +to accomplish this
goal. In Sesslon 39 particlpants learned the
signs and symptoms of dlarrhea and dehydration
that Indicate the use of Treatment Plans A
(sugar and salt) to prevent dehydration, B
(ORS) to treat mlld dehydration, and C (IV or
nasogastric tube) for +treatment of severe
dehydration and rapld rehydration needs, In
this sesslon they develop a further under-
standing of the blological need for rehydration
and the reasons for the effectlveness of ORS.
Through hands-on experience of soilution
preparation participants explore differences in
the ORT solutlons and clarify the usage of each
treatment method.

To explaln why oral rehydration is necessary
for the preventlon and/or treatment of
dehydration.,

(Step 1)

To explain the components of two kinds of oral
rehydration theraples and the appropriate use
of each solution.

(Step 2, 4, 5)

To accuréfely mix two kinds of oral rehydration
solutions.
(Step 4)

%Oral Rehydration Therapy for Childhood
Diarrhea®, Populatlon Reports.
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Handout:
= 40A ORT Preparation Worksheet

Trainer Attachments;
= 40A Materlals and Equipment Needed for Two
Oral Rehydration Therapy Stations
- 40B Explanation and OCverview of Types of
Rehydration Sojutlons
- 40C Using Models +o Demonstrate Diarrheal

Dehydration
-~ 400 Flve Steps of Dlarrhea and |ts
Hanagement
MATERIALS Read Tralner Attachments 40A and 40C for a |list

of materlals and equipment needed for practice
stations and for presenting the information In
Step 1. Newsprint, markers.

Tralner Note

In strict adherence to WHO guldelines, Peace Corps advocates the
use of only two types of ORS solutlons~-prepackaged and sugar-salt
solutlons-~in Peace Corps projects and In this training program,
As discussed In Session 4 of the ORT Manual, and reviewed In this
sessfon, WHO Treatment Plans A and B outiIne the approprlate and
effective use of these two solutlons In ORT. Bsfore this sesslon,
find out what reclpes for oral rehydration solutions +he government
and other agencies are using. In some areas more than one agency
my be encouraging the use of ORT with different recipes. Be
prepared to dlscuss these dlfferences and their potentlal for
confusing the publlic.

Pleasse note that research Is currently belng conducted on "rice
powder® ORS. Rice~powder ORS substitutes rice powder (le., ground
rice} for glucose, an essential component of the standard OR
formula. (Rlce~powder ORS should not be confused with rice water,
Rice water Is the fluld drained from the rice after cooking. Since
It generally contains very (litle salt and variable amounts of rice
starch, rice water 1Is considered unsultable for actlive
rehydration. It Is pot an oral rehydration solution.) Possible
advantages and dlsadvantages of rlce-powder ORS are belng studied
but no conclusion can be drawn unti| further research Is done.

Trainers should only emphasize rice powder ORS in countries where a
definite policy and guldelines on this subject have been developed
and operationalized by the MOH, Only In countrles where definite
policles exist should rice powder ORS be Incorporated as an ORT
approach, In such cases, the tralner has the responsibility of
becoming famitlar with exact MOH guidel Ines and explalning +hose to
the participants through discussion and a handout,

Contlnued
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The maln purpose of thils sesslon Is to provide the particlipants
vith hands-on practice In correctly preparing the prepackaged and |
sugar-salt solutlons, To ensure that all participants galn |
‘ prectice In mixing and tasting each solution you should, In advance

of thls sesslons

- Prepare two work statlons with the materials and equlpment
stated In Tralner Attachment 40A.

~ Write and post at eech statlion conclse and Informative work
descriptions (see Tralner Attechment 408).

- tdentify individuals In the group or training center who
have had experlence using and prepering these theraples to
act as resource persons durling Step 4. |

-  Pre-welgh and measure all locally avaliable utensils and |
Ingredlents that wlll or can be used Ir preparing the |
solutlons. I1f one |lter contalners are not commonly |
avallable, you must adjust the formula In Tralner Attachment
40B, &ccordingly. It Is Important that the Trainees be as
exact as possible when preparing the solutions. Please
stress this point.

Step 1 Ratlonals for the Use of Oral Rehydration
(20 min) Therapy

|
|
|
|
|
|
|
|
Begin this step by stating that In order to |
understand why oral rehydraticn therapy Is ‘
‘ critical In the prevention and treatment of |
dlerrhea, It [Is Important to understand the |

sclentiflic rationale for Its use (see Tralner Note
on page 820),
|
|
|
\

Using a plastic bag or clay pot, as explained In
Trainer Attachment 40C (Using HModels to
Demonstrate Dlarrhea and Dehydration), explain and
demonstrate the effects of dlarrhea and dehy-
dration and the flve steps of dlarrhea and Its
management (Trainer Attachment 40D).
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Tralner Note
Include In your rationale the followling points: Q

- When the Intestine !s healthy, I+ Is able to take food, break
It down Into the basic molecules that are usable by the
body's cells and transport these molecules back across the
one-celled thick |lning that separates the Inslde of the
Intéstine from the outslde.

- The ultimate source of the |lquld that the Intestine uses to
digest (break down) the fcod Into molecules that are usable
by the body!s cells Is the blood stream.

- From the blocd stream the Intestine abstrects the water,
sodlun ard potassium (electrolytes) It needs to digest and
transport the food molecules back Into the body and passes
the rest of this fluld out In the stool.

- When a perscnts Intestine Is Infected by some mlicrobe or
toxin, thls back and forth flow works less effectively and
excesslve amounts of water and electrolytes (sodium,

potassium, chloride and blcarbonate) are passed out In the
stool.

- Fluld loss - of greater than flve percent, but less than ten
percent of body welght generally causes a weak rapld pulse,
loss of skin elasticlty, low blood pressure, severe thirst, Q
and other signs noted In Column B of the WHO Dlarrhea
Treatment Chart.

- Oral rehydration works to replace the blood with electrolytes
nearly as quickly as they are lost in the stool. This Is due
In large measure to the speclal ablllity of glucose +o
Increase the absorptlon rate of sodlum through the Intestinal
linlng.

Summarlize by stating that Oral Rehydration Therapy Is used to:

- Replace flulds
- Restore the chemica! balance of the body.

Step 2 Technical Cowparison of ORS Packets and
(15 min) Homenade Solution

Introduce thls step by asking the particlpants to
read the posted newsprint with +the "WHO/UNICEF
Formula™ for Oral Rehydration Solutlon and the one
shoslng the formula used for preparing homemade
sugar-salts solutlon, Ask the group to dlscuss
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the simlilarities and differences between the two
formulas and to explaln as best they can the role
of each Ingredient In these formulas.

Based on their understanding of the previous
sesslon (Dehydration Assessment) ask them to glve
reasons for the formula they would select for:

- preventing dehydration
- treating miid cases of dehydratlion

Close this step by telling them they wlil be
spending the rest of the session preparing two
different OR Theraples; one that should be used at
the first sign of dlarrhea to prevent dehydration
(sugar-salt solutlon) and the other (ORS) to treat
mild dehydratlion.

Tralner Note

Prepare two sheets of newsprint with the OR formulas that are found
In Tralner Attachment 40B.

During the group's discusslon of thess two formulas meke sure that
the following points are covered:

- Potassium Is an. essentlal element In the body and Is lost
during diarrhea, A minimum level of potassium Is needed for
the body to function.

- The amount of salt |isted Is that amount which Is sufficlent
to replace sodium and water loss.

- Glucose Is preferred to sucrose (table sugar) because it
helps the body absorb llquid more quickly.

- Sodlum blcarbonate helps prevent Macldosis®, a condltion that
decreases the dehydrated child's appetite.

- Mentlon that as of 1985 the new WHO formula will replace
bicarbonate of soda with trisodium cltrate which has been

found to Increase the shelf life of the packets and also
appears to reduce stool volume.

- Homemade -sugar-salt solutlons made properly and used
correctly along with other nutrients may prevent dehydration.

- ORS packets which are pre-measured- and contaln the added
Ingredients of potassium and blcarbonate of soda or trisodium
citrate are Important to use when treating mlld cases of
deiwydration and may prevent the need for Implementing
Treatment Plan C, (IV or Nasogastric Therapy) which Is
Indicated for more |1fe- threatening situations.

- None of these solutions once prepared should be kept longer
than 24 hours. A fresh quantity should be made dally.

291

-821-
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Step 3 Preparing to Mix Oral Rehydration Solutlons

(15 min)
Tell the participants they will be working In two
small groups, to carry out the following tasks at
two oral rehydration stations:

- Read the Instructions for preparing the
solution at the statlon you are In and take
turns In mixing end tasting that particular
solutlon. (The solutlons should taste no
saltler than tears,) .

- Discuss and complete Handout 40A (The ORT
Preparation Worksheet) prlor to moving to the
next statlon.

- Clean up the stztlon and leave It In the same
state as you found It when you arrived.

Step 4 Preparing Oral Rehydration Solutions
(75 min) - -

Ask the group to form two smel| groups and move to

thelr first station and begin preparing the
solutions.

Tralner Note
During this step you should;

- Have resource persons who have mixed these sclutlons placed
at each station to observe, correct and assist the partici-
pants with any problems or questions they may have. Also this
person should make sure each person uses proper hygenlic
techniques when mixing the solutions (e.g. washing their
hands and all utensl|s before and after making the solution).

- Make sure each statlon has adequate supplles and ingredlents
avallable for each new group.

- Assign each group the task of reporting on one solution.
These reports should Include Informatlon contalned In Handcut
40A (ORT Preparation Worksheet) and Incorporate Information
from the WHO Dlarrhea Treatment Chart as to how much solutlon
should be glven, when [t should be glven and yhat other
flulds and foods should be glven when the child Is belng

treated with the preparation that they have been assigned to
report on.

15 Minute Break
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Step 5 Discussing the Use of Oral Rehydration
(30 min) Solutlons in The Yillage

Reconvene +the group and ask each small group to
report back on thelr experience at one of the
statlons. Have someone from each group record the
ansvwers on newsprint using the format from Handout
40A. Al low about 5 minutes for each work station
report.

Encourage comments and dlscussion after each
presentation,

Ask participants to think about what they have
learned and answer the following questions:

- What treatment should be advocated when a
child has dlarrhea, some slgns of dehydration
and/or severe dehydration and why?

- What problems do you foresee in getting the
community to use and/or prepare these
solutions?

- What can you do to overcome some of the
problems encountered In encouraging people to
uss and prepare these solutions?

Tralner Note
Some of the points that should be made during this discussion are:

- Difficulty or lack of understanding In the viliage related to
the accuracy of measuring and mixing the ingredients

- The use of too much salt or sugar

- The need for potasslum and bicarbonate of soda or trisodium
cltrate for treating mild to severe dehydiration

- The Importance of adapting reclpes to the locally available
materlals used for measuring Ingredlents

-~ The cost and possible lack of avallabiiity of the Ingredlents

- The possibiilty of |imlted water supply and dirty water.

Step 6 Sesslon Summary

(10 min)
Ask the ?arflclpanfs to summarize the key points
that shouid be taught about rehydration soiution
preparation and administration In the communities
and how they would do thls.
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Tralner Note

information that they should Include on how to educate communlity 0
and fomlly members about home treatment of dlarrhea can be found in
the NMO Supervisory Skilis Module, "Treatment of Diarrhoea®, pages
4-6,
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ORAL REHYDRATION THERAPY PREPARATION WORKSHEET

Observation
|tems (1-8)

Pre-packaged
Solution
(ORS)

Homemade
Solutlion
(sugar, salt)

1)

List of
Solution
Ingredlents
and Amounts

2)

Avaliabll ity
of
Ingredlents

3)

Length of
Time for
Solution
Preparation

4)

Difflculty
of
Instructions
for Solution
Preparation

5)

Problems In
Solution
Preparatlon

6)

Materlals
(Equ Ipment)
Needed to
Prepare
Solutlon

7

When to Use
the Solutlon
(Treatment
Plan A or B?)

-825-
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KATERIALS AND EQUIPMENT NEEDED FOR TWO
ORAL REHYDRATION THERAPY STATIONS

Introduction

The set-up for these statlons Is Intended to permit partliclpants to learn
kow to prepare the varlous kinds of oral rehydration solutions under good
and adequate condltlons, such as might exlst at a health center. As such,
facllltles here should be organized and clean &t minimum.

Each Statlon should have:

soap

water

source of clean water

ladle or means of drawling water

hand towels

spoons or Instruments for mixlng

drinking glasses or cups for tasting solutlon

large (over one liter) receptacle to mix the soiution,

Statlon 1: Pre-packaged Solutions

- Proper slze contalners (usually over one |lter but marked to glve

volume corresponding to exactly one Iiter) for mixing packets and
water

- Large quantity of packets

Station 2: Homemade Solutlons: Sugar and Salt

- Proper size contalner for mixing solutlon
- Measurling spoons for sugar and salt

- Plenty of salt and sugar (1f baklng soda Is avallable, Include It)
- Knife for levellng measurements

296

-827~
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EXPLANATION AND OVERVIEW OF TYPES OF REHYDRATION SOLUTION

HOW TO MAKE HOMEMADE SALT AND SUGAR SOLUTION

A special drink (salt, sugar, and water) can be made to treat
diarrhoea and prevent dehydration at home. There are many methods
that can be used for measuring the correct amounts of sugar and salt.
Following are 2 examples.

Example 1
This example shows a method for mixing 1 litre of special drink.

What you need

A spoon. This should be a small spoon, a “teaspoon,” that holds 5 ml
(ces) of fluid or less,

A clean container that will hold 1 litre or a little more,
Salt, as used on food or for cooking,
Sugar of any sort, unrefined lump sugar or purified sugar,

Drinking water (clean or boiled water).




What to do

1.

2.

3.

4.

Measuxe 1 litre of
drinking water into
the container. 5
cupfuls or 5 glass~
fuls are about

1 litre.

(See Figure 1)

Take salt in a tea-
spoon, level it with
a knife or a flat
object (see Pigure Zj.
Add 1 level spoonful
of salt to the water
and mix the water.

Taste the salt and
water. It should not
be very salty. If it
tastes more salty than
tears, pour away this
mixture and make it
again with less salt.

Take 8 level teaspoonfuls
of sugar. Put these in
the water and mix the
water.

Sesslon 40, Tralner Attachment 40B

Page 2 of 7
Figurs 1
MAKING SALT AND SUGARWATER
one level
teaspoon

of salt

. five cupfuls
(i

'.‘5 :'D‘L:gi’
f ’E'J -~

eachcup 2 g

. about 200 m!
CLEAN WATER

eight level
teaspoonsful
of sugar

about 1000 mi
or one litre

Figure 2, Measuring salt and sugar

HEAPED
TEASPOON

this is useful
for some things
but NOT for
measuring sait (8‘5‘?{.\
and sugar A 2

"

standard
S ml spoon

-

MAKING A LEVEL &7
TEASPOONSFUL  Fraiiye.
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DIARRHOEAL DISEASES CONTROL PROGRAMME WHO/CDD/SER/84.7

ORIGINAL: ENGLISH

ORAL REHYDRATIOR SALTS (ORS) FORMULATION CONTAINING TRISODIUM CITRATE

1. In 1982~1983 the WHO Diarrhoeal Diseases Control (CDD) Programme supported laboratory
studies to identify a more stable ORS composition, particularly for use in tropical
countries, vhere ORS has to be packed and stored under climatic conditions of high humidity
snd temperature. The rasults of these studies demonstrated that ORS containing 2.9 grams
of trieodiua citrate dihydrate in place of 2.5 grams of sodium bicarbonate (sodium hydrogen
carbonate) was the best of the formulations evaluated.! The formulae of the standard ORS
{ORS-bicarhonate) and ORS containing trisodium citrate dihydrate (ORS-citrate) are shown

below:
ORS-bicarbonate grams/litre ORS-citrate grams/litre
e Sodiua chloride 3.5 Sodium chloride 3.5
Sodium bicarbonate 2.5 Trisodium citrate 2.9
(sodium hydrogen carbonate) dihydrate
Potassium chloride 1.5 Potassium chloride 1.5
Glucose anhydrous 20.0 Glucose anhydrous 20.0
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TREAT éHILD WITH DIARRHCEA.

Treatment of children with 8igns of dehydration will involve using
2 solution made with oral rehydration salts (ORS). Preparation of
ORS solution is a skill that all health workers should have.

HOW TO PREPARE ORAL REHYDRATION SOLUTION.

ORS often comes in packets which should contain the following
ingredients:

Ingredients Anount

Glucose (a form of sugar) 20.0 grams
Sodium Chloride-NaCl (ordinary salt) 3.5 grams
Sodium Bicagbonate-NaHC03 (baking soda) 2.5 grams
Potassium Chlorid.-gRC1 1.5 grams

Packets that contain the ingredients in these amounts are made for
mixing in one litre of drinking water. This mixture is calleqg

ORS SOLUTION. NOTE: Some packets of ORS are made for smaller
volumes of water; they have smaller amounts of the same
ingredients. When ORS Packets are not available, oral rehydraticn
solution can be made using the instructions in Annex 3,

To _prepare ORS solution, perform the following steps:

® Wash your hands.

® Measure 1 litre (or
correct amount for
packet used) of clean
drinking water into
a clean container. It
is best to boil and cool
the water, but if this
is not possible, use
the cleanest water
available. Use what-
ever container is
available such as a
jar, pot, or bottle.

© Pour all the powder
from one packet into
the water and mix
well until powder is completely dissolved,

® Taste the solution so You know what it tastes like.

Fresh ORS solution should be mixed each day in a clean
container. The container should be kept covered. Any solution
remaining from the day before should be thrown away.

EXAMPLE Watch the course facilitator prepare the ORS
solution according to the steps above,

300  -83-
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INTRAVENOUS THERAPY FOR SEVERE DEHYDRATION

Technique of administration

The technique of administration of intravenous finids can only be
taught by practical demonstration by someone with experience.
Intravenous therapy should be given only by trained persons.
Several general points are made here.

The needles, tubing, bottles, and fluid used for intravenous
therapy must be sterile.

Intravenous therapy can be given into any convenient vein. The
most accessible veins. are generally those in front of the elbow,
on the back of the hand, at the arkle, or, in infants, on the side
of the scalp. Use of neck veins or incision to locate a vein are
usually not necessary and should be avoided if possible. 1In cases
requiring rapid resuscitation, a needle may be introduced into the
femoral vein where it must be held firmly in place and removed as
soon as possible. In some cases of severe dehydration,
particularly in adults, infusion into two veins may be necessary;
one infusion can be removed once rehydration is well in progress.

It is useful to mark intravenous fluid bottles at various levels
with the times at which the fluid should have fallen to those
levels. This allows easier monitoring of the rate »>f
adninistration.

Solutions for intravenous infusion

A number of solutions are available for IV infusion; however, some
do not contain appropriate or adeguate amounts of the electrolytes
required to correct the deficits found in dehydration associated
with acute diarrhoea. The following is a brief discussion of the
relative suitability of each of these solutions.

Preferred solution

- Ringer's Lactate Solution (also called Hartmann's Solution for
injection) is the best commercially available solution. It
supplies adequate concentration of sodium and potassium, and the
lactate yields bicarbonate for correction of the acidosis. It
can be used in all age groups for dehydration cdue to acute
diarrhoea of all causes.
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Less suitable solutions (ORS Solution by nasogastric tube should
be considered as an alternative to the use of the following
intravenous solutions.) If they are used, they shounid be replaced
by ORS solution given by mouth as soon _asg the patient can drink.

~ Half-strength Darrow's Solution (also called Lactated Potassic
Saline). This solution does not contain enough sodium chloride
to correct the sodium deficit ang ongoing sodium losses in
adults with severe dehydration and continuing severe diarrhocea.

~ Normal Saline (also called Isotonic or Physiological Saline):
This solution is often readily available. It will not correct
the acidosis and will not replace potassium losses. Sodiun
bicarbonate or sodium lactate and potassium chloride can be

given at the same time, but this requires careful calculation of
amounts, and monitoring is difficult.

=~ Balf Normal Saline in 5% Dextrose., Like Normal Saline, this
solution will not correct acidosis nor replace potassium losses.

It also will not provide enough sodium chloride for many adults
with acute diarrhoea.

Unsuitable solutions

- Plain Glucose and Dextrose Solutions should not be used as they
provide only water and sugar. They do not contain electrolytes
and thus they do not correct the electrolyte losses or the
acidosis.,

Providing IV Therapy for Severe Dehydration

The purpose is to give the patient a large quantity of fluids
quickly to replace the veryY large fluid loss which has resulted in

severe dehydration.

® Begin intravenous therapy quickly in the amount specified on
the table on the following page.

3N
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GUIDBLINES FOR REHYDRATION THERAPY POR SEVERE DEHYDRATION*

. Amount of Fluid Time of
Age Group Type of Fluid (per kg body weight) Administration
iV Ringer's W R
Lactate 30 ml/kg Within 1 hour
FOLLOWED BY
Infants IV Ringer's Within next
(under 12 Lactate 40 mi/kg 2 hours
§ months) FOLLOWED BY
Within next
ORS Solution 40 ml/kg 3 hours
Within 4 hours;
initially as
Other children § IV Ringer's fast as possible
and adults Lactate 100 mi/kg until radial
pulse is easily
felt !

*The volumes of fluid and rates of administering treatment are
averages based on usual needs. These amounts should be increased if
they are not adegquate to achieve rehydration, or decreased if
hydration is achieved earlier than expected or if the appearance of
puffiness around the eyes suggests overhydration. Once the health
worker has gained some experience in rehydration therapy he may not
need to follow this exact schedule.

@ Por an infant, the entire 6 hour course of therapy should be
followed to quickly restore the fluid loss of the severely
dehydrated patient. During that 6-hour period, the progress of
the rehydration therapy should be assessed after one hour and
then every 1-2 hours to determine if the volume or rate of
administration needs to be increased. In particular, attention
should be given to:

- the number and volume of stools passed

- the extent of vomiting

the presence of, and changes in, the signs of dehydration
whether the rehydration fluid (oral or IV) is being
successfully given and in adequate amounts.

(From: WHO Supervisory Skills, "Treatment of Diarrhosa".)

¥
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USING RODELS TO DEMONSTRATE D!ARRHEAL DEHYDRATION

Take a clear plastic bag with no tear or hole in it, With a felt-tip
pen (the kind with waterproof ink) draw a picture of a baby on it (Fig. 30).
Fi11 the bag with water; the picture of the baby will be full and well-rounded,
like a healthy child. Now make a small hole in the lower part of the bag with
a pin. As water flows out, the bag and the picture will become wrinkled.
This shows what happens to a child who has diarrhoea and becomes dehydrated.

Ask a trainee to pour water into the bag faster than it is flowing out
of the hole. This shows what happens with oral rehydration; the picture of
the baby will beccme normal again. Now seal the hole with a piece of tape
or sticking plaster so that the water stops flowing out. This shows that the
diarrhoea has stopped and no more rehydration is needed.

(Fig. 30Q)

PLASTIC BAG MODEL
70 DEMONSTRATE DEHYDRATION

A ¢lay pot with a hole underneath or low on one side may be used as a
model instead of the plastic bag. Plug the hole with a stick or a cork.
Hang the pot from a weighing scale and fill it with water. Removing or
loosening the plug, show how the weight becomes less as the water flows out
(diarrhoea and dehydration), and how the weight increases again as more
water is poured in at the top (rehydration). Ask the trainees to make a
note of the weight when the pot is full, when some of the water has drained
out, and when the pot has been filled again and the plug has been put back.
Make sure ‘that the weight is the same at the end of this exercise as it was
at the beginning.

This exercise can be used by community health workers to teach parents

. about dehydration and rehydration. They should take the opportunity to

discuss with the parents the causes and dangers of diarrhoea and the means
of preventing it.

(Adapted From: WHO, Guldellnes for Training Community Health Workers in
Nutrition. pg. 111)
-837-3N4




Summary. About one of every 10 children born in devel-
oping countries dies of diarrhea before reaching the age
of 5. Oral rehydration therapy (ORT) can substantially re-
duce this heavy toll. ORT means drinking a solution of water,
sugar, and mineral salts to replace the water and salts lost
by the body during diarrhea. This counteracts dehydration,
which is the direct cause of diarrhea deaths. Making this
simple, inexpensive, and effective treatment available
throughout the world is a major public health challenge.

The scientific rationale for oral rehydration is firmly estab-
fished. During diarrhea the body rapidly loses fluids and the
electrolytes sodium, potassium, chloride, and bicarbonate,
while at the same time the ability of the intestines to absorb
fluids and electrolytes, in the form of salts, taken by mouth is
impaired. About 10 percent of diarrhea episodes lead to
dehydration and, if untreated, one or two percent become
life-threatening. When the body becomes dehydrated, the
only effective treatment is rehydration — replacing, either
intravenously or orally, approximately the same volume of
water and electrolytes lost.

WHO Complete Formula

The formulation for oral rehydration {OR) solution now
recommended by the World Health Organization (WHO)
contains the following ingredients:

sodium chloride 3.5 grams
sodium bicarbonate 2.5 grams
potassium chloride 1.5 grams
glucose 20 grams
water 1.0 liter

These ingredients are now distributed internationally by the
United Nations Children’s Fund (UNICEF) in packets labelled
Oral Rehydration Salts, or ORS.

The WHO complete formula is widely regarded as the phys-
iologically most appropriate single formulation for world-
wide use. Although some pediatricians have argued that it
contains too much sodium for infants, public health practi-
tioners point out that continued breast-feeding or drinking
other fluids in 2ddition to OR solution minimizes this risk.

The major issue today is not the composition of the ORS
packets but rather the provision of necessary services and
essential supplies to all who require them. To provide the
needed six packets per child under age 5 per year to all de-
veloping countries except the People’s Republic of China

-839-
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Five Steps of Diarrkea and Its Managemont

would require 2,490 million packets annually. UNICEF is cur-

rently producing about 24 million packets. This amount is
less than the 50 to 60 million estimated as necessary for Egypt
alone. A number of commercial firms and national govern-
ments assisted by UNICEF are producing packets locally and
more plants are being set up, but providing a continuous
supply of prepachaged salts is an important constraint for
national picgrams.

Another problem is cost. At the lowest competitive price,
UNICEF currently pays about 8¢ (US) per packet — including
2.5¢ for the ingredients and 2¢ for secure, watertight foil
packaging. Even at this low price, however, health ministries
in most developing countries cannot afford prepackaged
ORS supplies for every family. For many developing coun-
tries, the cost of providing six packets of ORS per child a year
would amount to 10 to 20 percent of the total health budget.

Homemade Sugar and Salt Solutions

One answe: to the twin problems of cost and distribution is
to encourage home preparation of an OR solution consisting
of only sugar and table salt. Zince sugar and salt are available
in most households and since potassium and bicarbonate
may not be essential in the early stages of diarrhea, several
programs are experimenting with home-mixed solutions.

This approach raises two concerns: First, will the solutions be
accurately mixed? if too much salt is used, the solution may
be dangerous. If too little salt, it may be ineffective. (The

A cup and spoon should be used to give ORS to breast-fed infants,
and older children can drink right from the cup. Baby bottles should
not be introduced for administering ORS because their use may dis-
courage breast-feeding. (InterVista Advertising Ltd., Jakarta/Nuradi)
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The Five Steps of Diarrhea
and Its Management

Step 1. Dehydeation, The person with
diarrhea is like 3 pot of salt water
with 2 hole in its bottom, A dead
patient is like an empty pot. It is
most important to keep the pot full.

Step 2. Rehydration of the patient
with salt and water is like fithng the
pot. It must be done quickly, within
six hours or less.

Step 3. Sustenance of the patient is
tike keeping the pot full with salt
water while the leak continues, and
at the same time making the patient
stronger by feeding him with the
proper food.

Step 4. Cure of the patient is when
the leak s:ops and the potis fuil.

Siep S Prevention is trying to stop
the beginning of further leaks by
keeping people strong and healthy;
butif a leak starts again, prevention
is by giving salt water and food
before the “pot stants to empty”
(i.e., before the patient dehydrates).

Sonrce: WHO (225)

same problem, although less severe, arises with packets.)
Experience in- Indonesia and Bangladesh as well as a pilot
study in the Philippines suggest that people need careful,
repeated, face-to-face instruction to mix solutions correctly.
Sgcond, will sugar and salt solutions be effectivet The
absence of potassium and bicarbonate may [imit effective-
ness in severe cases of dehydration. In mild cases where
intestinal absorption is not impaired, it is possible that almost
any fluid might prevent dehydration. More research i
needed to determine whether complete-formula or sugar
and salt solutions prevent dehydration better than other
available fluids such as rice waler, green coconut water,
or soup.

(From:
€

ang
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Continued Feeding

Malnutrition is an important element of diarrhea. Many chil-
dren in developing countries are nalnourished. Frequent
episodes of diarrhea contribute to malnutrition because
appetite diminishes, feeding is interrupted, and absorption
of nutrients is reduced, Malnourished children then become
more vulnerable to infections, creating the potential for a
vicious cycle of malnutrition and infection.

ORT programs emphasize continued feeding during diar-
rhea. Even though some families, folk practitioners, and
Western-trained physicians have traditionally recommended
withholding food during diarrhea, the consensus today is
that breast-feeding should not be interrupted at all during
diarrhea. For a child who has been weaned, feeding should
be interrupted only briefly; liquids with low lactose content
such as dilute formula or other usual fluids and foods should
be resumed as soon as the child will take them, Although the
volume of diarrhea may be greater with feeding, the volume
of food absorbed is also greater when feeding is maintained,
and the amount of weight loss is less,

ORT programs discourage the use of antibiotics and other
drugs since they are ineffective against the viruses that cause
most childhood diarrhea and they are sometimes harmful,
Neomycin, for example, makes diarrhea worse. Vaccines
against a few specific viruses are under development.

Community-Based Programs

In the long run only modern sanitation, clean water, better
nutrition, and improved living conditions can reduce thein-
cidence of diarrhea among infants and children, But in the
short run the scientific knowledge and the practical tech-
nology embodied in ORT already exist to prevent most
deaths from diarrhea. Can health programs meet the chal-
lenge of making ORT available all over the world?

The scope of the task requires careful planning, with specific
objectives, reliable logistics, community-wide training, well-
designed information programs, and close monitoring and
supervision of a multitiered treatment system. While coordi-
nation must extend from headquarters all the way down to
the village, treatment of severe cases should proceed from
the home, to the village or peripheral health worker, to the
health center, to the hospital.

On one hand, the fyll understanding and cooperation of the
medical cormunity is necessary tG provide back-up and re-
ferral for the most severe cases. This may require refresher
courses and seminars because the rationale for oral rehydra-
tion was developed after many physicians now practicing
went to medical school. On the other hand, in order to
reach the millions of mothers who actually care for children
with diarrhea, community-based programs that do not de-
pend on doctors and clinic facilities are essential, That means
every family in every village should have supplies available
and be carefully taught and encouraged to use them.

Population Reports. Series Number 2, November-December 1980, !
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Session 41

TREATMENT, PREVENTION AND CONTROL

OF SELECTED ENDEMIC DISEASES
4 Hours

water and sanitation related diseases are major
causes of 1llness and death among peopie In
both rural and urban areas In many deveioping
countrles. The health and well belng of people
cannot be Improved wlithout undestanding tiiese
diseases and knowing how they are transmitted.

This sesslon addresses four diseases commonly
found In the developing world that are related
to water and sanitation. These diseases are
Schlstosomlasls, Onchocerclasls, Dracuncul lasls
(guinea worm), and Malaria.

To onable participants to develop effective
health education programs about the diseases
most prevalent In thelr assigned countries,
thls session reviews the clinical signs and
symptoms of the aforementioned diseases, the
age at greatest risk and the appropriate,
treatment, preventlon and control measures

To describe the signs, symptoms and
+ransmission of certaln endemic dlseass.
(Step 1)

To select appropriate measures to control and
treat these diseases.
(Steps 1, 3)

To develop a story with pictures that promotes
the recognition, prevention and treatment of
the diseases.

(Step 3)

To lidentify ways In which cultural practices
affect the recognition and treetment of these
diseases.

(Steps 3, 4)
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RESOURCES Control of Communicable Diseases In Man

Handouts:

- 41 A Background Informatlion on Malarla

- 41 B Background Informatlion on
Onchocerclasis

- 41 C Background Inforamtlon on
Dracuncul lasls

- 41 D Background Information on
Schistosomlasis

Tralner Attachments:
~ 41 A Treatment Schedule for Malarla
- 41 B Problem Story

MATERIALS Newsprint, markers, drawing and tracing paper,
colored pens and crayons, erasers, tape, and
rulers., '

PROCEDLIRE

Tralner Note

Prior to this sesslon, determine which diseases are most endemic to
the country and obtaln as much Informatlon about these diseases as
possible. Handouts 41 A-D have been prepared for four diseases that
(with the exceptlon of Guinea worm) are most prevalent worldwlde.
If some other diseases are more prevalent In the country where you
are fralning develop a fact sheet that contalns the same basic
Informatlon on these diseases. You should also obtaln Informatlon
pertalning +to any culturel bellefs and or behaviors that may affect
the ftransmisslon of +these diseases and Inform the particlpants of
this Information.

Select In advance of the session, participants o develop and
present a brief (10-15 .minute) Jecturette on each of the two or
three locally endemic diseases. Glve them the fact sheet for the
lecturette they wiil present. Tell them +hat you will be avallable
to help wlth thelr preparations and to refer to Helping Health
Morkers learn and Where There Is no Doctor for Ideas on how to
present these lectures and for possible sources of visual alds they
can adapt and use during thelr presentations. Prepare the story and
plcture you wili present In Step 2, prior to thls sesslon.
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Step 1 Lecturette on the Selected Disease

(30-40 min)
Ask the volunteers to present the lecturettes on
their selected dlseases and to be prepared to
answer questlons after thelr presentation.

TRAINER NOTE
The points that should be made during thelr lecturettes are:

~ The mode of transmisslon

= The clinlcal plcture

- Overal! methods of control and prevention

= High risk groups

Cultural factors or customs that affect +ransmlission or
spread of the dlisease.

Step 2 Story

(25 min)
Introduce thls actlvity by stating that you wiil
tell & story you would ilke to discuss after-

‘ wards. Reclte the story or an adaption of the one

found In Tralner Attachment 41B. While reciting
the story, present a plcture that deplcts one of
problems at the beglnning of the story and a
second poster which visually presents the resofved
situation at the end of the story. Hang these
posters on the wall opposite each other with a
large gap between them. When the story Is
completed ask the particlpants the followling
questlons;

-~ What caused the problem?
- What actlon was taken to solve the problem?

| When a solution Is mentloned have the particlpant

| vho offered the solutlun place a |ink between the
two plctures, Continue untll the participants
have no more suggestlons. Ask the particlpants to
also |lIst the resources that are needsed to accom
plish the solutlon they are offering and the steps
that must be taken to access these resources.

|

Step 3 Preparing Thelr Own Story with Gap
(80 min)
Ask each particlpant to select one of the dlseases
0 discussed In Step 1 for which they would |lke to

prepare a story similar to the one you have
presented, ‘

3ng
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Inform the group that:

- They wlii have 80 mlnutes to prepare a story
with plctures that deplcts a problem (cause of
dlsease) ard the solution.

- They should state the problem at the beglnning
of the story, and design a serles of small
posters represeating steps or appropriate
health messages that wlil promote the
appropriate control measure which leads to the
stated solutlon.

-~ The story should not state how the cheracters
resolved the problem. (These solutlons must
come from the other particlpant.)

Have them form worklng groups around the disease
they selected. Ask the particlpants who presented
the lecturettes In Step 1 to act as technlcal
consultants +to the group that selected thelr
d1seases.

Tralner MNote

Involve vlllagers (In thls case the other particlpants)

guldel ines on use of Plctures to stimulate dlscusslon.

avallable to act as resources.

Inform the particlpants that the purpose of thelr story Is to
In a
critlcal analysis of thelr own situation and to encourage them to
set goals, to changa behavlors, bellefs or practices. Refer to O
Sesslon 22 (Selecting and Using Nonformal Education Technlques) for

Tell them that thelr story should Include local customs, humourous
characters or dramatic sltuatlons, and be no longer than 10-15
mlnutes. They should Include any Informatlon they learned durlng
thelr cross-cultural studles and language tralners should also be

10 MINUTE BREAK

STEP 4 Presenting Thelr Problem - Storles

(40-60 min)
Ask each group to present thelr storles and
approprliate plctures to the large group. WKhen the
story Is completed, have them ask the group these
questlons:

- What caused the problem?
- What do you think the famlly/vlliage/
clinlc/PCY could do to solve thls problem?

0
r~a
<
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Step 5
(15 min)

Sesslon 41, Page 5

When a solutlon Is mentioned, have the
storytellers pass out the small poster that has a
picture of the solution. |If there Is no poster
for a mentioned solution, glve out a blank paper
and ask for the person to illustrate the solutlions
and glve hls or her reasons for proposing that
step. Flinally, at the end of each story, have the
participants |lIst the resources necessary to carry
out each step required to accomplish the solution
and to state how those resources could be
obtalned.

Bridging tho Learning Cycle

Facilitate a review of the session by asking the
group to recall the princlples they learned In
thelr earller sesslons on health educatlon. In
partlcular, ask them to evaluate this session In
terms of:

-~ The criterla stated In Session 25 (Designing
and Evaluating Health Education Sessions) and
the use of pictures to stimulate discussion in
Sesslon 22 (Selecting and Uslng Nonformal
Education Techniques).

~ How well the sessions worked for them In terms
of learning and applying new information.

-~ How wusetuyl the methods they used (lectures,
picture storles, visual alds) will be In
transferring skills and knowledge they have to
people In thelr assigned work sites.

- Was the Informatlon on the handouts presented
In a way that facllitated their understanding
of the signs and symptoms of the disease and
how and whom to treat.

~ Would this be a useful way to present this
informatlon to health workers, schoolteachers
and students.

-845-
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Malarla

Mataria in humans Is normally transmitted by the bite

of a female Anopheles mosquito that is Infected with 1 of
4 specles of the genus Plasmodium (P, falcliparum, P,
malariae, P, ovale, or P, vivax). As the mosquito feeds
from the human bloodstream, It releases malaria sporo-
zoltes, which enter liver cells (excerythrocytic stage).
After the parasite matures, the Ilver cell ruptures and
releases numerous merozoltes. These Invade red blood
cells (RBCs), starting the erythrocytic stage of an
Infectlon. Within the RBCs the parasites mature, become
schizonts, and divide agaln Into merozoltes. Finally,
the Infected RBCs rupture, and merozoites repsat the
cycle by Invading other RBCs. The release of merozoltes
from erythrocytes Inltlates the chills and fever of a
typlcal malarla attack (convulsion).

Malaria Is characterized by fever, swears, chlllis,
headache, body pain and In severe cases unconsclousness
and death, In Infants the presenting signs of malarla
can be subtle and quite varlable and may Include poor
appetite, restlessness and lethargy.

In Asla the known range Is from West Iran and Assan
Burma. In the Amerlcas the range and distribution covers
most of troplcal South Amerlica east of the Andes, both

the Caribbean and Pacliflc sides of Columbla and Panama. -

In  Africa It Is malnly located In the Sub-Saharan
countrles,

Although persons of all ages can get Malarla, two grcips
are at speclal rlsk of becoming severely iil and dying:
children under flve years of age and pregnant women.

for most counirles, eradication of Malaria in the near
futur. Is unllkely because of the lack of resources,
Including health Infrastructure and completely effective
Intervention mechanisms. Limited health budgets restrict
the scope of malarla control activities. Most malaria
control programs have the goal of reducing deaths caused
by malaria, The use of anti-malarial drugs, especlally
chioroquine, to +treat all fever cases, Is expected to
reduce malarla-caused deaths when glven to a sick
Individual promptly. The use of chloroquine for




Anti-malarial
Drugs
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treatment of fever should be promoted especialiy for the
two groups In the population at highest risk of death due
to malaria--pregnant women and chlldren under flve.

Because the P. _facllparum malaria parasite is becoming
Increasingly resistant to chloroquine In some areas of
East Afrlca, each country needs 1o monltor the sensi-
tivity of local strains to chloroquine. A method for
doing this Is well developed and avallable through
natlional health authorities.

Antl-malarlal drugs can safely and effectively reduce
and/or ellminate malarla parasites in a person's blood as
well as be used to prevent the disease. Even In areas
where chloroquine res}istance exists, chloroquine will
remain an Important therapy because It may be effective
for many of +the local Infections and It Is safe and
Inexpensive.

Two measures recommended to reduce the effects of malarla on
the health of pregnant women and chlildren under flve are:

nt: Treatment Is calied "presumptive®
because, wlthout examining & blood smear to confirm the
presence - of parasites, It 1Is presumed that the fever lIs
caused by malaria and that the chlld wiil respond to
treatment wlith chloroquine. Chloroquine 1Is glven +to
children who have fever and/or other signs and symptoms of
malaria. The amount of chloroquine that Is given depends on
the welght (or age) of the child and If the counfry is In an
area with suspected resistance.

Drug Prophvlaxis: Prophylaxls means preventing Infection of
t1iness., Severe malarla In pregnant women can result in
sbortion. A pregnant woman who takes chloroquine or another
malarla prophylactic et appropriate Intervals should be
protected from malarla. It Is recommended to glve a
pregnant woman two 150 milligrams (mg) chloroquine base
tablets (300 mg) per week to prevent malaria from harming
the mother and her developing baby. She should not develop
symptoms even If she is bitten by an Infected mosqulto.
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Anopheles mosquitoes (larvae and pupae) are the vector
(carrlers) of malaria. The pre-aduit (larvae and pupae)
development occurs In water. Water sources ranging from
standing raln water tfo lakes and rlvers are used as
breeding sites by different specles of Anopheles. The
number of developing mosqulitoes may be reduced by killing
larvae In brecding sites. This can be done by draining
or filling stagnant water collectlons with earth. It can
also be done wlth perlodic application of petroleum-based
sprays or Insecticldes to stagnant water breeding places.

The adults, or flying stages of the mosquito, often rest
on the walls of houses. To kill adult mosquitoes,
insecticldes can be sprayed on the Inside walls of houses
at reguiar Infervals, Pesticldes can be sprayed in the
alr s "mlsts® or "fogs®™ to kiil flying adult mosquitoes.
The wlidespread use of Insecticldes to control malaria has
{imitatlons, however. Insectizldes are toxlc and
expensive, and the costs contlnue to Increase.

Peoplie can protect themselves from mosquito bites by
screening the wlindows of thelr houses or sieeping rooms,
by using mosquito netting around thelr beds, by applying
mosquito repeilants to thelr bedles and clothes and by
helping to eliminate breeding locations In thelr commu-
nitles. ¥hile such anti-mosquito measures will reduce
the risk of malaria transmission, they may be too
expenslive for wide appllication In many countrles.

(Adapted From: CDC/CCCD Draft Tralning Manual: Target Diseases.

CDC MR Prsvention of Maiarla In Travelers, 1982. and
Benensen, A., Control of Communicable Diseases In Man)

,‘314
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Onchocerclasls

Onchocerclasis Is common In areas where speciflc types

of blackflles (genus simulium) breed. Usually the best
breeding grounds are fast-flowing rivers and streams. The
blackfly spreads the disease in the following manner,

® The blackfly bites a person who Is Infected with
onchocerclasis.

® The larvae of the parasite are taken from the skin of
the person and pass with the tissue Julces Into the
blackfly.

e In the fly, the larvae become Infective in about six
to ten days. When the fly bites agaln the larvae
pass from the fly Into the person.

© Lumps form under the skin. These nodules con*aln
adult round worms which produce large numbers of
larvae that |lve In the skin walting to be sucked up
by a blackfly.

Of the millions of larvae, only a few are taken In by
blackfl les. The rest wander through the host!'s tissues
until they die In the human body. The body tries to
fight the effects of the dead larvae by bullding scar
tissue around them. These scars form In the body. Many
larvae dle In the lens and other parts of the eye.
Eventually, the lens becomes so full of scar tlssue that
the person becomes bl ind.

The nodules contalning the adult worms are not always
easy to detect because they may be deep In the body.
Generally the presence of nodules, patches on the skin
and Itchiness are symptoms of onchocerclasis,

Geographical distribution In the Western hemisphere

Is limited to Guatemala, southern Mexico, northern
Venezuela, Columbla and Brazil. In Africa It Is malnly
found south of the Sahara, In an erea extending from
Senegal to Ethlopla, down to Angola In +the west and
Tanzanla In the east. One of the largest endemic areas
occurs In the Yoita River baslin area, which incorporates
Benin, Ghana, Ivory Coast, Mali, Niger, Togo and all of
Burkina Faso.
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Onchocerclasls 1Is rocognlzed by an Intense ltchy rash,
altered pigmentatlion, swelling and wasting of the skin
and some systemic effects. The most Important leslons
are those of the eye, which lead to serious loss of
vislon and blIndness.

Control of the disease Is focused on the control of the
blackfly population through environmental and chemical
means. Treatment Is not very effective since the dlsease
Is sometimes difflcult to detect. However, early
treatment that kills the adult worms wlill help prevent
bl Indness. The following control weasures are
recommended for flghting the spread of onchocerclasls.

Environmental Control. Environmental control of oncho-
cerclasls Involves ellminating the breeding sltes of the
blackfiles. However, it Is very difflcult to control the
disease Just by environmental means. Some measures that
are useful are also expenslve and will be beyond the
means of most rural people. Environmental measures that
can be used to control onchocerclasis should be Included
In development projects. For example:

¢ Because most specles of blackfliles, particularly in
Latin Amerlca, require fast-flowing water In which to
breed, changing the stream flow can greatly help to
reduce the numbers of blackflles. To ellminate the
breeding places of blackflies upstream, a uam can be
bullt, The backed-up  water floods the fast-water
breeding grounds.

® The deslgn of dam spliiways so that new breeding
places are not created In them Is not easy. Profes-
slonali help should be sought In such design from
speclal Ists wlth experlence {n controlllng blackfly
breeding. Do not bulld spliliways In & serles of
steps because thls design will only Increase the
reproductlon of the flles, and succeed In moving the
breeding place from ons polnt to another.

e Bulld covered canals when develcping an Irrigation
project. Covered canais are expensive and, In most
cases, exlsting canals cannot be covered. When
deslgning new systems, englneers should conslder the
added cost of covering In order to control blackfly
breedling.
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¢ Remove brush from the edges of fast-flowing rivers
and streams.

Generally, Iittle environmental control can be carried
out where structures are already In place. Changing dams
or canal design Is economlically Impossible, Only where
new projects are In the design stage can effective
measures be Included In a project. Where new communities
are belng proposed, an attempt shou}d be made to locate
them away from areas where blackflles breed. To more
effectively fight the spread of onchocerciasls, a good
program of chemical control should be established.

Chemical Control. By placing chemicals into breeding
water, large numbers of blackfiles can be destroyed. The
larva stage of blackfly development Is +the time when
control 1Is effective. Chemicals klil blackfly larvae
before they can mature.

Chemicals kill the larvee In three ways:
© The larvae eat the chemicals and are poisoned.
® The chemicals kili the larvae through contact.

® The larvae starve or smother when the chemical forces
them to move away from thelr habitat.

Several chemicals are avallable for use in controlling
blackfly populations. DDT has been used but because of
the danger It presents to fish and animals, Its use has
been limited. Other effective, less dangerous chemicals
are avallable.

Abate Is the most commonly used chemical for blackfly
control. Generally, It 1Is applied to streams or other
bodies of water where blackfiles are known to breed using
an alrplane or hellcopter. Mathoxychlor Is less commonly
used than Abate because It Is less powerful and a less
effective killer. Methoxychlor Is much less expensive
than Abate and for that reason 1Is often used. Both
chemicals appear to be safer than DDT but both of them
affect fish, '
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The cholce of a chemlcal wll!l depend on avallabllity and
price. Chemlcals cen be applled by pouring them directly
Into the water or by constructing a drop appllcator.

The chemlcals are |lighter than water and float at the top
where blackfly larvae |lve. Thls also protects fish and
plants that generally Ilve below water. Where rlvers
have a continuous rate of flow over long stretfches,
single doses at a speclflc polnt can be applled. If the
river has raplds and pools, the chemlcal will have to be
applled et the headwaters of each set of rapids.

Where onchocercliasis Is suspected, a medlical skin test Is
necessary to determine Its presence. Also, the dlsease
can be detected with an eye examlnation.

wWhen the nodules appear on the body, they can be removed
by surgery. Early removal lowers the number of worms in
the body. However, when the nodules are inslde the body
and not easlly detected, thls measure Is not useful.
Removal of nodules from all people wilth the dlsease would
be very tlIme-consuming and virtually Impossible.

Another possibllity Is to use drugs to treat people with
the dlisease. There are drugs whilch kill the larval
parasites In the body and drugs that kli} the adult worm.
No drug doses both. The problem wlth drug use Is:

e Drugs have severe side effects.

e Drug treatment can only stop the symptoms and prevent
further damage.

e Drug ftreatment Is expensive and not practical over
large areas.

To control rlver blindness, it 1Is very Important to
el Imlnate breeding places. People should be taught about
the dlsease and how It Is spread. Once an awareness of
the dlsease Is created, people will be more Interested In
cooperating In blackfly control programs. Communlty
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members should participate In and take responsibll ity for
N spraylng programs and brush clearing. Instruct peopie
In the Importance of using netting when sleeping
outdoors, especially during the daytime when the f!ies
blte. Above all, help people to recognize the symptoms
of the disease so that they can get medical help qulickly.

(From: Water for the Worid Tech. Note Dis. 2. M.5)
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Dracuncul lasls (Gulnea Yorm)

It Is transmitted only by drinking water. The mature
female worm plerces the skln, causing a blister or an
ulcer. When the blister or ulcer !s In contact with
water, the worm dlscharges |arvae Into the water. The
larvas are swallowed by crustacea of the genus cyclops
and In about 2 weeks develops into the Infective stage.
Typlcally - contaminated sources of water are stagrant
ponds or step wells. Guinea worms enter man when he
drinks from thls contaminated water. The larvae migrate
quickly to the wall of the flirst part of the small
Intestine {duodenai wall) and proceed to the abdominal
and thoraclc cavitles where they beglin maturing In
connective tlssues, Approximately one year after Inltlal
host Infectlion the worm mlgrates +o a subcutaneous
position, usually the lower leg or foot where It causes a
painful blister to appear. When the affected part of the
body Is Immersed In water the bllister ruptures emitting
hundreds of milllons of larvae Into the water.

inFecTED B3
-~ INDIVIDUAL 35

NONINFECTED (1 Year

Y INFECTED
CYCLOPS

¥ NONINFECTED ~
CYCLOPS

FIGURE 1 Life cycle of Dracunculus medinensis. (Source: Centers

for Diszase Control 1981)
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Infected people exhibit no signs or symptoms untll| the
female worm matures and s ready to emerge. A b|ister
appears, usually on & lower extremity, especially the
foot, as the meter-long adult female worm prepares to
discharge 1ts larvae. Burning and Itching of the skin In
the area of the leslon and frequently fever, nausea,
vomiting, dlarrhea may accompany or precede vesicle
formation,

Thls parasitic infection occurs most frequently In West
Africa and in Western and Southern India, principally In

the rural areas. Depending on the climate,
dracuncullasls occufs In one of at least three seasonal
patterns. in semlarid areas, transmission occurs In the

ralny season. Since the Incubation period averages about
12 months, the transmission season remains synchronized
with the annual perlod when the local environment Is most
receptive to the parasite.

In areas where there are surface sources of water year-
round, transmission usually occurs during the dry season,
vhen the surface sources are scanty and most polluted.
In some other areas, transmission may occur year-round
with elther seasonal variation.

Adults between the agers of about 16 and 45 are usually
most [nfecter Young chlldren and very old people are
much less [+ y to acquire the disease, because It Is
speculated that they do not drink as much from contam-
Inated shallow ponds and wells near agricultural flelds.

Dracuncul lasls can be controlled by:

® providing safe drinking water

© educating vlllagers to filter thelr drinking water
through a cloth or boll i+, or

¢ using Abate (temephos), an Insecticlide with a wide
margln of safety for humans, to treat drinking water
sources perlodically, or

® educating victims not +o contaminate drinking water
sources, or

® some comblination of the above.

o
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Schistosomiasis

Schistosomlasis which Is caused by a parasitic worm that
llves Inside the velns of +the Intestine or urinary
bladder affects many people who |ive near fresh water or
Irrigation projects, The parasite must spend part of its
l1fe In a snall. It is spread In the followlng manner:

® A person with schistosomiasis passes worm eggs In
urine or feces that get Into water,

¢ In the water, the eggs hatch as larvae which seek and
enter specific types of snalls.

© In the snall, they form a sac in the Ilver where
forked-talled larvae are produced.

® Each day many scores of the larvae escape from the

cyst Into water where they seek contact with a
person.

¢ On contact with skin, the parasite actively pene~
trates and travels through the bloodstream to the
velns of the Intestine or bladder. The parasites
grow and lay eggs which are passed In urine or feces
to contlnue the process of transmission. Figure 1
shows how schistosomlasis Is transmitted,

J SR g | 3) Pasasites expolled by snail
swim freely and penetrate

1) Infocted person urnates
or defocates in or near
wator. Parasito eggs in
oxcreta hatch in water

SCHISTOSOMIASIS

2) Parasties enter snail
(voctor) and develop to
infections stage

\Flgure 1. Transmission of Schistosomlasis
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Although an 1Ivchy rash can develop around the place on
the skin where the parasites enter, and an affected
person can have a fever and cough for two to four weeks
afterwards, serlous damage comes |ater when the worms
reach adulthood and begin laying eggs. The body reacts
to the eggs as they migrals through the wall of the
Intestine or bladder or are carrled by the blood flow to
other parts of +the body. A person wlih schistosomlaslis
can have tumors, sores that do not heal, Internal
bleeding, dlarrhea, a bloated abdomen caused by
accunulated flulds, Illver and spleen dumage, and other
symptoms.  Sometimes the eggs can even cause heart, lung,
and braln damage. Schistosomlasls s a very serlous
health problem. Even people who have a mild Infestatlion
can feel tired all the time, be drowsy and unable to
concentrate on work, have stomach cramps and lose
velght. While few people dle from schistosomliasis, many
people suffer a great deal because of It and die of other
diseases because of thelr weakened condlition. Since so
many symptoms can Indicate schistosomlasis, It can only
be positively dlegnosed when |lving eggs of the paraslite
are found In a stool or urlne specimen, or when some
other medical test Is performed.

Schistosomlaslis or bllharzlasis Is a dlsease that results
from poor sanitary practices and from the development of
proJects 1o promote Irrigation and provide hydroelectric
power. An Ttchy rash can develop around the place where
the parasites enter, or an affected person can have a
fever and cough for +two to four weeks afterwards. A
person can have tumors, sores that do not heal, Internal
bleeding, dlarrhea, a bloated abdomen caused by accu-
mulated flulds, and llver and spleen damage. Even people
who have a mlld Infestatlon can feel tired all the time,
be drowsy, have stomach cramps and lose welght.

S. manson! Is found In Africa, northeastern and eastern
South American and some Carlbbean Islands. S. basmotoblum
Is found In Africa and the Middle East. S.Japonlcum Is
found In China, Japan, PhillIppines and Sulawesl; In some
endemic areas more than half of the population Is
Infected.  §. mekongl Is found In the Mekong River area
between Laos and Cambodla, S. Intercalatum occurs In
parts of West Africa, Including Cameroon, Zalre and
Gabon. Human Infectlions with S. hovls have been found
throughout Africa. None of these specles Is Indigenous
to North Amerlica.

QO
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Control The'composlflon of any control program willl necessarily
‘ Maasures vary according tc the emphasis placed upon one or mors

different approaches with respect to local condlitions,
oovjectives of The confroi program, avallable resources,
and the strategy employed. Three types of control
measures can be employed. They are: ’

¢ Chemotherapy - This measure reduces the output of
Ilve eggs from the patlent's body and, In doing so,
diminishes transmlisslon.

e Snall control by chemlcals (mollusciclides) - This
type of control reduces the spread of dlsease.

e Control by environmenta! modlflcation - The advantage
to thls type of control measure Is that permanent
changes can be made that have a lower malntenance
cost than other methods of control.

Chemotherapy

By kllling worms In the treated Individual, thls type
of treatment reduces the risk of morbldity and
mortal ity due to the dlsease (primary control) and
also enables the patient to recover from revers’sle
lesions (secondary controi).

‘ In sltuations where there are operatlional constralnts
priority must be glven to the heavily Infected or to
other high risk groups such as school children. The
recommended drug of cholce for the treatment and
control of cases Is Prazlquantel. Alternative drugs
are oxaminlquine for simansol; Nirldlizole or
metrifonate for S. hemathoblum; and Nirldlzole or
Stibocapote for S. Japonlicum.

Snall Control

Snall control by molluscldes Is a rapld and effective
means of reducing ftransmission. Its efficlency Is
enhanced If it Is comblned with other methods of
control. It Is most cost-effective where the volume
of water to be treated per person at risk Is small.,
Irrigation  schemses, In  which controlled watsr~
management Is practiced and where population denslity
Is high, are well sulted to cost effective chemlical
mol lusclcidlng. The use of mollusclcldes has the
fol lowing advantages:
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o the chemicals can be put In the water by one agency,
and a small group of pcople can treat an entire areaj

© the snalls are completely, or almost compietely, or
almost completely, gone for a time, so a high level
of control Is possible; and

There are some disadvantages to chemlcal use, however:

@ some chemlcals that klil| snalls also can kiil fish,
or water plants;

e It Is possibie that the snalls In an area may
eventually -become resistant +c the chemical used to
kill them, though this has not happened yet;

¢ lmproper use of a chemical~~putting far too much In
the water, for example~~can be harmful to people; and

® chemlcal application must be repeated.

The following table |lsts the various molluscicides and
speciflic Information about them. The cholce of chemicals
depends upon local avajlabliity and price.

4 ~®

. Table 1. Molluscicides and Thelr Propertles
BAYLUSCIDE FRESCON COPPER SODIUM
(Niclosamide) (N-tritylmorpholine) SULPATE PENTACHLORPHENATE YURIMIN
Does 1t usually Yes No No No No
kill fish?
Does it kill No No Yes No No
plants?
Does it kill Yes No No No Yes
snail eggs as
well as adult
snails?
Is 1t affected Yes — No Yes No
by sunlight?
Z8 1t affected Yes No Yes No —
by whether the
water is run-
ning?
What forms are Powder, Emulsion Powder Plakes, pellets, Granules
available? emulsion briquettes
How soluble is 230 ppm" —— 32% 33% Very
1t? (pH dependent)** slight
® parts per million
\\j’ how alkaline or acid the water is
. 3 9 5
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Environmental Control

Chenging local conditlons and practices are very
Important In controlling the spread of schistosomlasls.
Great progress can be made with Improved sanitation and
more approprliate Irrigation methods. The following
measures are extremely useful In controlling the spread
of schistosomlasis.

@ tducate the people about +the disease. Develop an
educatlon program that adequately explalins the 1ink
between poor sanltation and the spread of the
dissase. Teach preventive measures.

e Encourage peopie to bulid and use latrines for both
urinating and defecating. Neither urine or feces
should ever be passed directly into a stream or other
body of water. If health education persists people
will be aware of the need to use latrines and wii!l
bulld them. Instruct familles In the use and care of
latrines so that conditlons are sanitary.

e HMake sure that there Is an adequate supply of good
quality (uncontamlnated) water near the community. A
protected source should provide sufficlient water for
drinking, bathing and washing clothes, especlally In
areas where there Is schistosomlasls. People should
be encouraged to develop good water sources and to
avold entering Infected waters, Generally this Is
easler sald than done.

® Where water supplles are contaminated with schisto~
somlasls, treatment Is necessary to remove the
schistosomes. Treatment practices such as bolllng
and chlorination will kill the parasites in the
vater.

o HWhere water supplles are provided, measures should be
taken to ensure that the water does not become
Infected. Wells should be properly constructed,
cased, capped and sealed from surface run-off.
Springs should be well-capped and latrines should be
built down hlil from water sources and at least 15m
away.
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Whera Irrigation 1Is used, the following procedures to
limlt and control snalls are very Important In
controlling schistosomlasls.,

@ Eliminate standing water where snalls can breed.
Level the land to make Irrigation more effective and
reduce the chances of water forming pools. Standing
water can also be channeled Into a single pond which
cen be treated with chemicals to destroy snalls,
Small depressions where water can collect should be
fllled In.

® Bulld adequate dralnage faclliities. Elther open
ditch dralnage or underground tile dralns can be
used, Underground drains are better for controlling
the spread of diseass, but are not generally possible
for rural communities because of thelr cost. Open
drains Invite snall breeding, but control through
spraylng Is possible. Open ditches which can be
chemlcally treated are preferable to many small
stagnant pools or wet areas that breed snalls and
cannot be treated. Good dralnage also Improves crop
ylelds.

® Clean weeds and vegetatlon from streams and Irri-
gation dltches, Snalls cling to vegetation and
breed,

© Provide for Increased water flow when designing
canals or |llne canals with concrete to Increase +he
flow 1n them. Snalls cannot attach themselves to
canal walls when the velocity of water exceeds
0.3m/second.

© Provide a system for ralsing and lowering the water
level In canals. ¥hen the water level falls, many
snalls are stranded on the sldes of the canal. Many
wlll die or be eaten by predators.

6 Do not use small reservolrs to store irrigation water
overnight. These reservolrs quickly become breeding
grounds for snalls and thus for schistosomlasis. If
overnight storage Is necessary, use a large reservolir
and make sure It Is dralned completely each day.

® During high snall breeding times, plant crops do not
require large amounts of water. Attempt to ldent|fy
that perlod of time or season when the snall
population seems to be the greatest.

W
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These control measures are very lmportant in stopping the
sproad of dlsease. They should complement a well-
crganized pubilc educatlon program stressing health and
Improved Irrigstion practices. Pecple must be educated
about the problem and deflnite steps must be taken to
solve It. Contro! methods must be adapted to mest
Individual sltuations. They must therefore be selected
carefully for each partlcular case and sometimes for each
separate site In ordsr to obtaln optimum results for the
least cost.

From an operaflonal viewpoint there are two essentlal
obJectives:

(1) Control of diransmission, usually attempted through
snall control, provision of satisfactory sanltary
facllitles and water supply, and health education.

(2) Control of disease and a marked reduction of
prevalence of human Infsction. This may be achleved
through chemotherapy.

(From: Water for the World: Technlcal Note No. Dis. 2.M.1)
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If one of the endsmlic diseases dlscussed Is malarla, you may chooss to
glve to ths participant/lecturer the following table which displays the
single dose presumptive treatment for malaria with chloroquine by patients
age and welght In areas but areas that are and are not chioroquine
resistant areas.

This sheet Is provided purely for Informational purposes, the
participants should not be encouraged to prescrlbe treatment.

SINGLE DOSE PRESUMPTIVE TREATMENT OF RALARIA W1TH CHLOROQUINE

BY PATIENT'S AGE AND WEIGHT

150 MG BASE/TABLET DOSE YABLE
. WEIGHT RANGE NUMBER OF RANGE OF KG
AGE GROUP (KGM) TABLETS“_ BASE PER KGM
Under § months 3.4~ 7.4 1/2 10-22
6-11 months 7.5- 99 3/4 1-15
1-3 years 10,0 - 14,4 1 10-15
4-6 years 14,5 - 18,4 11/2 12-15
7-11 years 18,5 - 34,9 2 1/2 11-20
12-15 years 35.0 - 59,9 4 10-17
16 yesrs and over 60,0 and over 4 Varies

100 MG BASE/TABLET DOSE TABLE

NE{GHT RANGE NUKBER OF RANGE OF MG
AGE_GROUP {KGM) TABLETS® BASE PER KGM
Under 6 months 3.4 - 7.4 3/4 10-22
6-11 months 7.5~ 9.9 1 10-13
1-3 years 10,0 - 14,4 11/2 10-15
4-5 years 14,5 - 18,4 2 11-14
7-11 yeors 18,5 - 34,9 3172 10-19
12-15 years 35,0 - 59,9 6 10-17
16 years and older 60,0 and over 6 Vories

*Chicrcquine 1s scmetimes avaliable 8s & syrup. Syrups ususlly contain 50 mg
hace of chioroquine per 5 mi (about 1 ‘esspocnful).

329
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CHLORCQUINE RES!ISTANT AREAS:

PRESUMPTIVE TREATHENT OF MALARIA WiTH CHLOROQUINE

BY PATIENT!S AGE AND MEIGHT

150 MG BASE/TABLET DOSE TABLE
DAY 1§ DAY 2 OAY 3
WEIGHT RANGE NUMBER OF NUMBER OF NUMBER OF TOTAL

AGE GROUP {KG®) TABLETS* TABLETS TABLETS TABLETS
Under 6 months 3.4 - 7,4 1/2 1/2 1/4 1 1/4
6~11 montas 7.5 - 9.9 3/4 3/4 1/4 ! 3/4
1-3 years 10,0 - 14,4 1 i 172 21/2
4-5 years 14,5 - 18,4 11/2 1172 3/4 3 3/4 1
7-11 years 18,5 ~ 34,9 2 12 2 1/2 ! 6
12-15 years 35,0 - 59,9 4 4 2 10

16 years and over 60,0 and over 4 4 2 10

100 MG BASE/TABLET DOSE TABLE
DAY 1 DAY 2 DAY 3
WEIGHT RANGE NUMBER OF NUMBER OF NUMBER OF YOTAL
AGE GROUP (KGM) TABLETS* TABLETS TABLETS TABLETS
Under 6 moaths 3,4~ 7,4 3/4 3/4 1/4 1 3/4
6~11 months 7.5 - 9,9 1 1 172 21/2
i-3 years 10,0 - 14,4 1172 1 V2 1/2 31/2
4-5 years 14,5 - 18,4 2 2 1 5
7-11 yeoars 18,5 - 34,9 3172 3 1/2 1172 8 1/2
12-15 years 35,0 - 59,9 6 6 3 15
16 years and older 60,0 and over 6 6 3 5

“Chloroquine Is sometimes available as a syrup, Syrup usually contain 50 mg bzse of
chloroquine per 5 al (about 1 teaspoonful), Ten to 20 mg per kg of body weight is 2 sate range
for chicroquine,

(Sources CDC/CCCD Draft Training Materlals, Dellvery of Services: Malarla,
pgo 8-9)
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Problea Story

In 2 poor village Ilved a famlly with & child named SI Rupa., SI Rupa
was such a beautiful and happy child that everyone who passed the
house would stop by to look at him, Everyone would say that the child
was healthy and 'strong. St Rupa's mother and father were very poor,
but they were proud to have such » fine child. SI Rupa's mother
alwvays wanted her child to stay healthy, but she was sometimes
confused sbout how to +take care of her child. &he was never sure
where to go for advice.

One day during the ralny season Si Rupa seemed 1il. He had exhibited
the following slgns.

- high fever
= chllls

- sweats

- vomltting
- dlarrhea.

As the days passed, SI Rupa became sicker and sicker. Of course, his
mother and father became very worried. The PusKesMas s very far
away, and besldes It has no doctor. Then one day soon S Rupa passed
awvay. All of +the villagsers felt very sad when they took the |ittle
boy to be burled, "What made SI Rupa dle of malaria, when he had been
such a strong and healthy baby?" they asked. A few days later, the
villagers had a speclal meeting. They wanted to discuss why Si Rupa
and so many other children In thelr community dled so young. At the
meeting, they decided to work together to discover the causes of their
problem and to find solutions, They wanted thelr viilage to be a
happy and prosperous place where the chiidren would grow up healthy
and strong.

£ 221

Two years later there were many changes In +the village. It was
cleaner and the houses and streets had Improved very much. Children
are glven malarla prophylaxis. The people are proud that thelr
children are healthy and do not dle the way Si Rupa did two yesrs
before.

(Adapted from: Bridglng the Gap)
331
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IMPROVING HEALTH THROUGH SAFE WATER

AMD A CLEAKER COMMUNITY
4 hours

Baslc sanltation, with an adequate supply of
safe water, Is one of the elght components In
primary hoalth care discussed in Sesslon 5
(Primary Health Cere). Participants have
already discussed some speclfic diseases spread
by unsafe water, poor sanitation and poor
hygiene In Session 41 (Treatment, Prevention
and Control of Seiected Endemic Diseases). Thls
sesslon focuses on ways *to Improve water,
sanltation and hyglene to prevent these and
other diseases. Particlpants apply sklils and
knowledge from eariler sesslons to: observe
sanitation and hyglene In the local community,
discuss ways that hyglene and sanitation can
prevent diseases, plan sanltatlon health
educaetlon sesslons and discuss ways to motivate
community Involvement In water and sanitation
activities.

To explaln how hyglene and sanitation prevént
the spread of dlissase. ’
(Step 1)

To plan health education sesslons on waysjfo
prevent dlseases through safe water, sanltatlion
and hyglene.
(Steps 2-4)

To describe ways to motlvate cqﬁhunlfy
Involvement In water and sanltatlon projects.
(Steps 5, 6)

-871- 332
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RESOURCES Personal Heaivn iraining Manual (Peace Corps)

PP, 21-43

- Mater/Sanitation Case  Studles and _Analyses
(Peace Corps)

~NMhero  There s No Doctor. Chapter 12,

pp0131-1450
- k. + Chapter 5,
Pp.7-9; Chapter 7, p. 11; Chapter 24,
- nt

of Treaiment for Rural Areas
=~ Community Culture and Carge. pp. 206-210.

Handouts:
= 42A Senitary Survey Form
-~ 42B Sanlitation, Water Qual ity and
the Spread of DIsease
~ 42C Methods of Improving Environmental
Health Conditlons

ds

Trainer Attachments:
= 42A Collecting, Storing and Using Water
- 42B How to Protect a Spring
- 42C How to Bulld a Latrine
= 42D Taking Care of Your Latrine
- 42E How to Make a Rubbish P+ and
How to Make a Compost Pit
- 42F Guldelines for Safe Food
= 426 Role Play Instructions

MATERIALS Newsprint, markers, locally avallable viIsual
alds on sanltation
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PROCEDURE '

Tralnsr Note

Coordinate this sesslon wlth sesslons In personal health, parti-
cularly health malntenance skllls.

Prior to this sesslon dlstribute Handout 42A. Teil particlpants to
look at sanitatlon condltlons In the area around the tralning site,
and ask at least +two local people,in the communlty or on the
tralning center staff, to help them answer the questlions on that
handout. Tel! the particlpants that they wlil be using that
Information for actlvities in thls sesslon. Review the form with
the participants to make certaln that all the questlons are clear.
Modlfy the 1lst to flit local conditlons If necessary. Suggest that
particlpants also review what they learned about local sanitatlon
In thelr community vislt earller In the tralning program (Session
13, Communlity Analysis)

Also dlstribute Handouts 42B and 42C. Ask particlpants to read them
before the session, looking for Ideas for sanltation health
educatlon for the local communlty. Suggest that they also look at
Helping Health Workers Learn , Chapter 5 Pages 5-9; Chapter 7, page
11 and Where There Is No Doctor, Chapter 12 (Preventlon: How to
Avold Many Slcknesses). Tell them about the materlals avallable
free from the WASH (Water and Sanitatlon for Health). Some of
these are |lsted at the back of Water/Sanltatlon and Case Studies
and Analysls (Peace Corps). Yater Treatment and Sanitation by H.
T. Mann and D. Willlams, avallable from ICE, provides valuable
background material on how to carry out water and sanltatlon
measures., Community Culture and Care provides a |lst of questlons
t+o ask to learn about the cultural setting related to sanltatlon.

Locatz some locally avallable visual alds on sanltatlon and ask fwo
particlpants to arrange them In a display prior to the sesslon.

Step 1 Discussing Water/Sanltatlon and Health
(20 min)

Introduce the session by showing the display of
visual alds on water and sanltatlion. Brletfly
review the sesslon objectives and ask what
particlpants have aiready learned about water,
sanltatlion, and dlsease In previous sesslons. Ask
a few participants to share what they learned
about water and sanltatlon when they dld the sanl-
tatlon survey In the community. Meke a |Ist of the
condltions that they found. Some discusslon ques-
tlons to use azre:
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= Which situations promote transmisslon of
dlsease? How?

- Are people aware that these conditlons or
practices cause the spread of diseases?

- How could you explaln that unsafe water and
poor sanitation spread disease, In terms that

people In the community could easlily
understand?

Tralner Note

The following probiem sltuations should come out of the dlIscusslon:
drinking water contaminated by anlimals, human waste, and |aundry;
garbage dumped on the ground; food unprotected from files and
rodents; people defecating on the ground; latrines left unclean;
hands not washed before cookling, eating or feeding Infants,

Make certaln that participants have a good understanding of the
transmission of dliseases so that they can explaln this In simple

terms. An example of one simple way to lllustrate the spread of
diseases carrled by feces is shown below:

feces carrylng hands mouth
disease food
) water

. Does not wash hands

. Worker exposed © before eating
contamingtoed scd .

You may want to refer back to sesslions on Immunizabie diseases,
dlarrhea and other speciflc endemic diseases for additlonal
examples of dlsease transmisslon. prevention and control. Also

bring In some of the questions from Community Culture and Care, pp.
206-2{0.
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. Step 2 ~  Planning Health Educatlon on Sanltation
(35 min)

Divide participants Into six small groups. Explaln
that +they wlll be [lIsting examples of health
educatlion actlvitles they could use to Improve the
sltuations they Just described. The targét group
for the activities Is the local community. Ask
them to noie when and how they wlil Involve com-
munity members In these activities, what results
thay expect, and what two actlivitles are highest
priority. Tell <+hem that they wlil be exchanging
thelr plans with another group for review and
suggestions, after 30 minutes.

Have the groups choose (or draw from a hat) one
problem situation from those |isted earl|ler.

Tralner Note

Have participants recall and apply what they learned in Session 14
(WorkIing WIth the Community) and Sesslon 21 (Planning Health
Education Projects). Suggest that they refer to the handouts that
they read before the sesslon: Handouts 42B (Water Sanitation and
Dilsease), 42C (Methods for Improving Envlironmental Health
‘ Condlitions), 42D (Communlity Particlpation In Planning Water Supply
and Sanitatlon Programs) Helping Health Workers Learn , and Chapter
12 In MWhere There Is No Doctor as well as the sanltatlon survey
that they did. Glve each group the Tralner Attachments 42 A-F
related to thelr problem situation (Collecting, Storing and Usling
Water, How to Protect a Spring, How to Bulld a Latrine, How to Care
for a Latrine, How to Dlg a Garbage Pit, How to DIg a Compost PIt,
Guldelines for Safe Food). Ask them to Incorporate thls Infor-
mation In thelr plan and report to the large group. Also encourage
them to conslder using the sanitation visual alds In the display.

Step 3 Exchanging and Assessing Plans

(20 min)
Have each group exchange thelr health education
plan with another group. Ask the groups to review
the plans they Just recelved, looking at possibie
constralnts that the health worker might encounter
In carrylng out the suggested Intervention.
instruct them to wrlte these obstacles on newsprint
and brlefly dlscuss thelr concluslons with the
group that wrote the plan,
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Tralner Note

Tell them to use the same approach to analysls of obstacles that
they used In Session 20 (Writing Objectlves for Health Education).

Step 4 Group Sharing of Proposed Interventions

(45 min)
Reconvene the large group and have each group
briefly summarize thelr assigned problem situation,
proposed Intervention actlvities and difficulties
they might encounter In carrylng out the
activities, Post +thelr planning sheets and
facllitate a discussion around questions such as:

Which activities will be easlest to carry out?
Which will be most difficult? Why?

Will most of +the proposed activities be
effective In Improving sanitation? Which
won't? Why or why not?

Are there simlilaritles In the obstacies
Identifled for different activitles?

Are there additional obstacles that we should
conslder?

How can we overcome these obstacles?

Step 5 Role Play on Involving the Community
(50 min) In Sanitatlon Projects

Explaln that they wiil use a role play to look at
ways to overcome some of the difficultles Just
discussed.

Introduce the role play followlng the !nstructions
In Tralner Attachment 42G (Rcle Play Instructions).
Divide the group Into three teams: A team to
represent the PCY, a +team to represent the vil|-
agers and a team of observers. Give each of them a
descrlption of thelr roles and 25 minutes to review
Instructions and prepare for the role play,

Have the teams enact the role play using one "+ime
out® as described In Tralner Attachment 426 to
confer with thelr advisors.




-

Step 6
(40 min)

Sesslon 42, Page ?

Processing The Role Play

At the end of the role play, facllitate a dis-
cussion using the followlng questions:

Directed at the PC Health Worker Team:
~ What were you feellng os the PC health worker?
Did your strategy work?
- What would you have done differently or would
have 1lked to change?

Directed at Village Team:
- How dld It feel to be the villagers? Were you
able to "get Into" the role? Why? Why not?
-~ What Impressed you about the PC health workerts
approach?

Dlrected at Observers:
- What role dId you see the PC health worker
playing? Was he or she a role model?
-~ Do you think It was approprlate?
- Hhat else did ycu observe?

Open the sesslon up to general discussion. Focus
on questions such as:

- From your dlscusslon of dlfflculties/cons~
traints and the role play, what factors may
affect the acceptance of good health practices?

- How can you Indicate community Involvement In
promoting safer water and a cleaner community?

- lii what ways can you make the most of oppor-
tunitles and skills to serve as role models for
good heaith practices?

- How does cultural understanding and sensitivity
enter Inio the plcture?

- How necessary and usefui are !nterpersonal
skills In promoting sanitation/hyglene?

- Can you Identlify any other knowledge, skllis or
attltudes which would help the PC health worker
promote sanitatlon and hyglene?
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Step 7 ~  Session ¥rap Up
(10 min)

Wrap-up the sesslon by asking particlpants +to
reflect on the session and determine what was
signlficant for them. Have them summarize the major
points that emerged and then complete the fol lowing
statenent.

The most Important thing | learned from thls
sesslon Is , . .

it wiil help me In the fileld because. . .

Have Indlvidual particlpants share their thoughts
wlth the larger group.

Tralner Note

Encourage participants to continue learning vocabulary related to
water and sanitation In which they wlll be working and more about
cultural beflefs and practices affecting water and sanitation.
Because most sanltation efforts require a considerable amount of
time, there Is |ittle practice In sanitation and water Improve-
ment in this sesslon other than health education planning. Since
Volunteers need many of these skills In the flelds, It Is
Important o arrange opportunities during training for them to
properly carry out the followling:

- Locate, bulld and take turns In malntenance of a latrine,

- Examine water sources and where possible take measures to
protect them.

- Dig garbage and compost pits.,
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SANITARY SURVEY FORM

Village Number of Houses/Compounds
District Estimated Population

Village Leader Is there a Health Committee?
Village Health Who is its leader?
Representative

-

Is there a health education program for the village?

If yes, describe

Waste Disposal:

Number of houses/compounds with no excreta disposal facilities

Number of houses/compounds with excreta disposal facilities

Describe types of excreta disposal facilities

Are existing excreta disposal facilities a health hazard? If so why?
Are latrines individual or communal?

Are houses spread out sufficiently to site latrines?

What is the water level during the dry and wet season?

What type of soil is there in the village (i.e. sandy, clay, rocky)?

Where and in what manner are garbage and trash disposed?

Are garbage and trash a problem?  Why?
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SANITARY SURVEY FORM (Cont‘d.)
Indicators:
Are rats and other rodents a problem in the area?
Are flies, cockroaches, and other insects a problem?
Other observations:
Resource availability and unit costs:
Availability Availability

Yes/No init Cost Yes/No | Unit Cost
Contractors Cement /sack
Skilled labor /hr Lumber /meter sq,
Unskilled labor /hr Native materials
Sand / Bamboo, trees
Gravel / Brick /each

Re-bar /each

Additional Comments/Observations

eh)
PN

-
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Sanitary Survey Form (Cont'd.)

ater sources |Protected from|Water quality How is water[Communal [What season Distance of
locate on map|contamination |taste, odor, obtained? or private|is this source|source from | COMMEN T8
yes/no color, turbidity|Bucket, pumpisource used? Dry/wetjuser's homes
etc.
Hells
Springs
Streams
Ponds
Other

342
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SANITATION, WATER QUALITY AND THE SPREAD OF DISEASE

W

& Z
1. Impropedy situated pit \\%/vT

privy contaminates
water supply

Waterborne Diseases (Water Quality
Related)

In the waterborne diseases, the
microorganisms which cause the dizease
are swallowed with contaminated water.
All but one, Gulnea worm, are caused by
organisms found in human excreta, the
source of the contamination. The

2. Water is unireated
before use

infective stage of Guinea worm 1s not
from fecal contamination, but is from a
tiny larva that develops in a water-
flea after the larva is discharged into
the water. The larva comes from a
blister on the skin of a person
infected with the meter-long adult
worm.

Cholera and typhoid fever are the
waterborne diseases which are most
feared because, when untreated, they
have high death rates. However, the
diarrheas and dysenteries are more
important because of the infant deatl
and huge numbers of 1illnesses they
cause. In the developing countries,

the diarrheas and dysenterles cause
hundreds of millions of illnesses and
millions of infant deaths eacn year.

The basic transmission of waterborne
disease 1s person to person. The
microorganisms for infected people con-
taminate water which is consumed by
other people. PFigure 1 shows a common
way that water becomes contaminated.
The contamination of water supplies
occurs:

1. Where latrines and privies are
located uphill from or very close to a
water source such as a spring, stream,
pond or well. Liquids carrying the
organisms seep from the latrines into
the water supply.




2. Where privy pits, soakage pits,
or sewage absorption systems penetrate
the water table of an aquifer located
near the surface and shallow wells and
springs whose water comes from the
aquifer are contaminated.

3. Where wells and springs are
unprotected so that surface run-off
enters these water sources. The run-
off after rainfall carries disease-
causing organisms into the water
source,

4. Where sanitation is poor. If
people defecate on the ground or in
bodies of water rather than in safe
latrines or privies, disease-causing
organisms can get into water supplies.

5. Where Guinea worm occurs, water
is contaminated when the skin of an
infected person with a blister caused
by the worm is immersed in water and
great numbers of larvae are released
into the water. Some of the larvae are
eaten by tiny water fleas (Cyclops).
The larvae in the water fleas grow,
shed their skins, and become infective.
When a water flea containing an infec-
tive larva 1s drunk with water from the
contaminated source, the little worm is
transmitted to a new person where it
grows to maturity under the skin.

Water-Washed Diseases (Water Quantity
and Accessibility Related)

Water-washed diseases are diseases
whose transmission results from a lack
of sufficlent clean water for frequent
bathing, hand washing before meals and
after going to the toilet, and for
washing clothes and household utensils.
Several common diseases fall into this
category. Shilgellosis (bacillary
dysentery), salmonellosis (food
polsoning), trachoma, and scabies are
211 diseases that can be passed by
direct contact between people or by the
direct contamination of food by dirty
hands or flies. FPFigurc 2 shows one way
water-washed diseases are spread, The

Sesslon 42, Handout 428
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1. Worker exposed 10 2. Does not wash hands 3. Disease is transmitted
contaminated sod before eating

qure 2. Transmisslon of Water-Washed Diseases )

1. When a water supply produces
insufficient quantities to meet
peoples' needs or when the water supply
is located at a distance from the
users. The avallability of only small
amounts of water makes the practice of
good personal and household hygiene
difficult, or even impossible.

2. When feces are not disposed of in
a sanitary way. Uncovered or unpro- g
tected latrines or stools passed on the
ground are breeding places for flies

and sources of bacteria, Bacteria and
viruses are passed from feces to people

by flies, contaminated fingers and

food. Food contamination with sal-
monella quickly grows great numbers of

the bacteria. When eaten, the food

causes food-poisoning diarrhea with
life-threatening consequences, espe-
cially for small children.

3. When people are ignorant of the
need for personal hygiene and, for
whatever set of reasons, either do not
bathe frequently or use the same water
and towels to wash more than one per-
son, then trachoma and conjunctivitis
are passed around within a family or
other groups living together and sca-
bles get passed from the skin of one
person to the skin of another.

diseases in this group are transmitted: 345
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Sanitation-Related Diseases (Fecal 9

‘ Polluted Soil Related)

Sanitation-related diseases are spe-
cifically those that are transmitted by (,7
people lacking both sanitary facilities

for waste disposal and knowledge of the
need to dispose of wastes in a sanitary
manner. The infective s;@ge of the
worm which causes those seases de-
velops in fecally contaminated soll.
The most common diseases in this cate-
gory are hookworm and roundworm.

a. Hookworm is transmitted through the feet of people walking bareloot i
Hookworm larvae develop and live in contaminated sol e

damp soil that has been contaminated
with feces containing hookworm eggs.
They penetrate the bare feet of people
walking or standing on the infected
soil. See Figure 5. Entrance can also
occur through the hands or other skin
areas.

Roundworm or ascariasis is trans-
mitted by swallowing eggs which have b Roundworm 1s cften transmitted by contaminated flies which lang on food
become infective by developing on b

olluted soil. The eggs are eaten Dy

I<;hildren who play on %ge infected soil, @urc 5. Transmisslon of Sanitatlon-Related Diseases j

drop food on the soil and then eat 1it, Moty tmes prs. g

or eat from dirty hands or eat con- wawmmggﬁﬁeﬂﬁjfﬂm*“°““’ Is spread ntesting
Q taminated raw vegetables.

A man with diarrhea A pig eats his stool Then the pi i
or worms has a bo ing i y ;B goes into
Both diseases ocecur: movemr:nt bsc;indw;ils ?e':?"s s nose and the house,
house.
l. Where there are not latrines and @%

the soil 1s polluted, where latrines

are not sanitary or where they are not ;
used. ¢ g
2. Where fresh untreated feces are = ||= |

used as fertilizer.

in thg house a¢ s playing on the floor,
In this way, 2 bit ui the man’s stool gets

on the child, too. to cry, and the

mothet takes

3. Where people are not educated to himn her

wash their hands before eating. ﬁ3}~i2§>
g;;;gﬁ?%??'

Then the mother prepares
focd, forgetting to wash her
hands after handling the

m.%::
C?\

And soon, the whole family has
diarrhea of worms.

A\

~ G
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Methods of Improving Environmental
Health Conditions
Technical Note No. DIS. 1.M.2

|\

The improvement of people's health
may require that certain changes be
made 1in the environment. Local con-
ditions which contribute to the
transmission of disease must be changed
or eliminated. Water supplies have to
be protected, improved or treated.
HMethods for the sanitary disposal of
wastes must be used, insect vectors
must be controlled, destroyed or
guarded against, and educational
programs must be instituted to make
people aware of the need to prevent
disease and teach them how to do so.

In the technical note, "Means of
Disease Transmission," DIS.1.M.1,
several categories of diseases were
outlined and the specific mode of
transmission of each was discussed.
This technical note describes measures
that can be taken to prevent the
spread of water- and sanitation-related

diseases.
“\

Gseful Definitions

HABITAT - A reglion or area where a
plant or animal grows, lives or is
ordinarily found.

SPILLWAY - A channel built to control
the level of water in a dam reservoir;
flood water 1is drained from a dam
through spillways.

VECTOR - An animal or insect that
transmits a disease-producing organism

\\fom one host to another.

Waterborne Diseases (Water Quality
Related)

Waterborne diseases are those which
are spread when the microorganisms
causing them are consumed with con-
taminated water. Several methods of
preventing water contamination and for
improving the quality of water can be
used. The need to biologically test

347

the water for evidence of fecal con-
tamination is of great importance.
Water can be tested by collecting
samples and taking them to a central
laboratory or by performing tests in
the field using special kits. (These
methods are discussed in "Taking a
Water Sample," RWS.3.P.2 and "Analyzing

" a Water Sample," RWS.3.P.3.)

In some locations, there may not be
a way to test water because of long
distance to testing laboratories and
lack of field equipment., If testing is
impossible, the assumption that the
water is contamipated should be made 1if
conditions at the water site are such
that the source 1is not fully protected.
Furthermore, measures to improve those
conditions and prevent the snread of
disease should be assumed to be needed.
The following measures are important
for improving local environmental con-
ditlions.

o Make sure that people have and use
sanitary latrines. The community mem-
bers should be educated about the need
for latrines and how their use can
reduce the spread of serious disease.

¢ Educate the people in where to
locate latrines and how to construct
them properly. All latrines should be
located at least 15m from the nearest
source of water. They should be at a
lovwer elevation than the water source
to ensure that contamination through
seepage 1s prevented. See Figure 1,

and at lower slovation
than walsr supply

Figure 1. Proper Location of Privy j




e Be sure that the pit does not
puncture an aquifer, Latrine scepage
that enters an aquifer can contaminate
ground water (wells) and spring water
supplies.

e Protect all wells and springs
against contamination from surface run-
off. Cap springs with spring boxes.
Pinish wells with a well head. Make
sure that the well shaft is cased with
concrete rings, pipe or brick. No sur-
face water should seep into wells. See
Figure 2.

Sesslon 42, Handout 42C
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o Control the breeding of flies by
disposing of garbage and animal manure
in a sanitary manner, and covering
latrine openings when not in use. All
community garbage should be disposed of
in a sanitary landfill, while indivi-
dual disposal can be achieved by dig-
ging small pits where rubbish can be
burned and garbage buried. See Figure
3.

To control Guinea worm, eliminate
all step-wells where the skin of water
carriers can come into contact with

Sealed corel

Concrete slab and
drainage apron

Xty e gy B

%
Y

SN
EZAY

a. Well

\ Figure 2, Proper Protection of Water Supplies

‘*‘\

direct ground water \
away from spring

e For surface sources, especially
those providing large quantities of
water, set up an intake that allows for
filtration of water before it enters
storage. Filtration may not be suf-
ficlent to purify water and some form
of treatment may be needed.

e Provide for treatment (further
filtration or chlorination, for
example) to purify water if needed.
For household supplies, water.can be
boiled or chlorinated and stored in
clean containers.

the water in the well thereby permit-
ting the release of worm larvae into
the water. Treat all water taken from
open ponds or wells that might be con-
taminated with infected water fleas by
filtering, chlorinating, or boilling it
before drinking. These treatments wiil
kill the larvae before they can infect
a person,

Water-Washed Diseases (Water Quantity and .
Access:bility Related)

These diseases are ones which can be
prevented by the provision of suf-
ficient quantities of safe water. To
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Keop animals away - | )]
from dweling and Screen dwelling
1Q(AH!§N-; 7
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5 =
Clean slabs daily
a. Control the Breeding of Flies b. Cover Latrine Openings Tightly

. Q!guw 3. Proper Disposat of Wastes

)

prevent the spread of water-washed
diseases, .eople should be educated and
motivated to practice personal and
family hygiene. Washing of hands. and
bathing in clean water are very impor-
tant. Clothes and dishes should also
be washed to ensure that skin diseases
are not passed to people by con-
taminated hands, c¢lothing, or utensils.
The same wash water should not be used
by more than one person. Common use of
towels should be avoided.

In order to improve hygiene prac-
tices, sufficlent, convenient quan-
tities of water are needed. A method
of developing a water supply of suf-
ficient quantity, adequate quality and
easy accessibility and reliability
should be chosen with the involvement
of the community. The source should be
well-protected to prevent contamination
of the water supply.

Water-Contact Diseases (Body-of-Water -
Related)

Water-contact diseases are those
which people get from having skin con-
tact wiin wat%er containing larval
worms. There are both environmental
and chemical means for controlling the
spread of water-contact diseases.

Schistosomiasis is the major disease
in this category. Schistosomiasis is
controlled by breaking the chain of
transmission at several points. The

following measures should be followed
when attempting to control the spread
of schilstosomlasis.

@ Encourage pecple to build sanitary
facilities and use them. If the eggs
in the feces and urine do not reach
water they will die, preventing the
infection of the snaills. This method
1s useful but 1s only truly successful
if everyone uses latrines for both uri-
nating and defecating. Assurance that
everyone over a large area would use
them 1s impossible. Therefore, this
method must be combined with a reduc-
tion of the snall population and by
limiting human contact with infected
waters.

¢ Reduce the snail population. In
irrigation schemes, drailnage ditches
are better environments for snails than
irrigation canals. Where drainage
ditches are necessary, they must be
treated regularly with chemicals that
kill snalls. When canals are built,
line them with a smooth surface like
concrete and provide for a rapid flow
rate. Smooth surfaces are not attrac-
tive to snalls and a fast flow of water
removes them.

& Maintain the banks of all irriga-
tion canals and bodleg of water.
Vegetation slows water flow and pro-
vides a good environment for snail
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growth. - Keep vegetation and weeds away
from canals and beach areas. See
Figure 4, .

wa 4. Chemica! and Environmental Controt of Schlstosomlasj

© Drain large standing pools of
water and fill in swampy areas to pre-
vent the snalls from breeding. Wher-
ever possible, avoid the creation of
small reservolrs or pools of water.
These environments are very attractive
to snaills.

¢ Use chemicals that kill snails
molluscicides. They are quite effec-
tive in controlling the snail popula-
tion, Local spraying is the common
method of applying molluscicides to
water and is quite successful for
irrigation projects. See Figure 4,
Aerlal spraying has also proved effec-
tive in many places. The application
of molluscicides is less successful in
large bodies of water because the water
volume dilutes the molluscicides. Only
if a specific local site on a large
water body 1is treated with chemicals
will success be achieved.

Swimming, bathing and clothes
washing in infected water should be
avolded. Whenever possible, houses and
settlements should be located away
from infected waters. In all settle~
ments, both new and existing, potable,
piped water systems should be devel-
oped. Safe water should be provided
in sufficient quantities for drinking,
bathing and washing.

3 5 0 -890-
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Water-Related Insect Vectors (Water
Site Related

Diseases that fall into this cate-
gory are caused and spread by insects
that breed in water or in damp, high
humidity environments near water
sSources, Several measures can be
taken to control the populations of
mosquitoes, tsetsn flies, and
blackflies which ypread malaria,
yYellow fever, 8leeping sickness
(trypanosomiasis) and rivep blindness
(onchocerciasis),

Control of virtually all these
diseases involves the elimination of
the mosquitoes and flies through
environmental or chemical means.
Although the application of both
aerial and ground spraying of incsec-
ticides has proved very effective,
there arc questions about the environ-
mental effects of using them on a
large-~scale for a long time. Chemical
control 1is sure to continue, but other
methods should also be incorporated
into vector control plans.

e Control of the tsetse fly which
transmits Sleeping sickness can be
achieved by changing the environment
where flies breed. One method i1s bush
clearing along water courses and
around villages. An attempt should be
made to use cleared areas for per-
manent agriculture or settlement and
thereby keep the land clean of bush.

@ Blackflies, which spread river
blindness (onchocerciasis), breed in
rapidly flowing rivers. Chemical
means are the best control for
blackflies but some alternative
measures can be developed. When dams
are built in fast-flowing streams and
rivers, the upstream lakes cover the
rapids and destroy the breeding areas
of the blackfly. Spillways should be
built on the vertical face of the dam
to avoild creating a new breeding place
for the flies.

Mosquitoes transmit both malaria
and yellow fever. The control of
these insects is important both on a
large-scale and an individual house-
hold basis.

Large-scale measures other than
spraylng chemicals include the
draining and filling of wet, swampy
places where mosquitoes breed.




Smaller-scale and individual measures
should also be taken to control the
breeding of mosquitoes. All possible
standing water where mosquitoes could
breed should be covered. Water
storage Jars and wells are par-
ticularly attractive breeding placea
for mosquitoes. Standing water in
gutters should be removed and gutters
should be sloped to remove water. At
well sites, do not permit water to
pool. Some sort of drainage should be
bullt to move water away from the site
and measures should be taken to pre-
vent pools of water from developing.
Remove any garbage where pools of
water can collect and cover latrines
so that mosquitoes cannot breed
inside. Figure 5 shows some indivi-
dual preventive measures.

(’7 Screen doors and windows <‘\

1o prevent flies and othor insects
v from entering
Cover food or protect it
with screoning
Covor watot storage
containers tightly
ngure S. Indlvidual Preventive Measures )

These measures, coupled with
spraying and a program of health, edu-
cation will greatly help reduce the
growth of the mosquito population.

Sanitation-Related Diseased (Fecal
polluted soil related)

Diseases in this category, such as
hookworm and roundworm, are a direct
result in fecal pollution of soil and
the lack of knowledge about good
hygiene practices. These diseases can
be controlled by relatively simple
environmental improvements.

o Educate people on the nead to use
latrines and train children t. use them
at a very early age. Diseases are sure
to be sprzad where human wastes are
deposited on the ground or in rivers
and streams.

-891-
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¢ Make sure that all latrines have
covers to prevent insects from breeding
in the latrine pit.

¢ Provide sufficient quantities of
water to ensure that people can prac-
tice personal hygiene. Make sure that
people understand the need to wash
their hands before eating and after
defecating.

o Develop ways to keep flies off
food. Screen areas where food is
stored. Spraying the home periodically
will keep flies and cockroaches away
from food.

o Keep animals from entering the
home and from coming into close contact
with young children. Peces from ani-
mals can also spread disease.

Summary

Methods for controlling the spread
of disease range from very simple and
inexpensive family-oriented approaches
to large-scale, more expensive com-
munity, regional and national programs,
The choice of method will greatly
depend on the circumstances, the
problems to be remedied and the re-
sources available. Generally, no
single method will prove sufficient and
a combination of methods is necessary.

The simplest methods of control are
those which can be instituted by the
construction of simple water systems
and sanitary waste disposal systems.
These systems are discussed at length
in the technical notes on rural water
supply and sanitation. See "How to Use
Technical Notes," HR.G, for a full 1list
of technical notes.

No successful control program can be
developed unless people are educated
about the need for a system. A
thorough health education program must
be developed so that people recognize
the problem themselves and are stimu-
lated to search for the appropriate
solutions. Community participation is
discussed in greater detail in the
technical notes on human resources.

(Froms AID. "Water for the World Technlcal Note". No. DIS. 1 M.2)
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Collecting, Storing, and
Using Water

In this session you will learn how water gets dirty. Look at these
pictures. These pictures show different places people get water. What
sources of water do people use in your community?
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Here are some things that mother can do so her child gets clean water.

Mother should wash her hands Mother should wash the bucket
before picking up the bucket. before collecting the water. Then
she will not make the water dirty.

Mother should wash her hands. Mother should also wash the
bucket before filling it with water.

i 353
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Mother should cover the bucket.
Then the water will not get dirty
when mother is carrying the water.

Sesslon 42, Tralner Attachment 42A
Page 3 of 5

Mother should wash the storage
vessel after she gets home. Mother
should also wash the scoop she
uses to take out the water.

Mother should cover the water to
make sure that the water does not
getdirty. Mother should also cover
the scoop.

~-895-

Mother should wash her hands
before giving the water to her
child
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Mother should also wash If mother takes such good care,

the cup for her child. then her child will stay healthy.
Her child will not get diarrhea
often.

Why Must You Wash Your Hands?

You must wash your hands so that
your hands are clean. If you prepare
food for your child with clean
hands, your child will not getill

You can make other members of A zh
your family ill by cooking with dirty
hands. You can also make yourself ill by eating with dirty hands.
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You should wash your hands as often as possible. You must always
wash your hands with soap and water:

After going to the toilet

After cleaning your child’s toilet

Before preparing food

Before feeding your child

Before eating food

Before taking water from the storage vessel

When Should You Wash Your Hands?
|
i

How Should You Wash Your Hands?

You should wash your hands with soap and running water. You can
have running water by asking someone to pour water for youw You
should wash your hands well with soap. Put soap all over your hands
and wrists. Clean your nails well with soap and clean water. Also keep
your nails short.
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How to Protecta Spring

l
i
|
1
|
|
!
1

Materials you can use:
Stones or boulders Rough and fine sand
Bricks 75 mm PVC or galvanized pipe
Cement Poles for covering the tank
Protecting the Spring

1. Digaround the source of the water until you reach the rock forma-
tion. Dig until you find the eye of the spring.

2. Clean mud, weeds, and other debris from around the eye of the
spring,

3. Make mortar from cement, sand, and water.
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4. Place stonesor bricks with mortar on the rocks around the eyeof
the spring. Continue building around the eye of the spring until it is
coveredinadome.

5. Leaveasmall opening fora pipe. Place the pipe in the opening. Seal
the opening with mortar. Place the pipe about one half meter
above the groundso you can collect water from the dome.

6. Ifyouwanttoalso builda tank place the pipe about 50 mm above
the ground. This pipe will carry the water into the tank. Cover the
pipe with stones and mud so children cannot break the pipe.

7. Build the tank with stones or bricks, and mortar. Build the tank
downhill from the spring.

8. Makea cover for the tank with poles, stones, and mortar.

9. Makean outlet from the tank high enough to collect water. Fix a
pipe and a tap if necessary. Seal the pipe with mortar. Also make an

overflow with a short piece of pipe about 200mm from the top of
the tank

Rain water can make the spring
dirty. You should ask people in the
community to keep the area above
the spring clean. Fence the area
above the spring. Then animals
and people will not dirty the area.

You can build two trenches above
the spring to stop the rain water.
Then the rain water will not flow
into the spring,

(Froms MEDEX. "Clean Water and Clean Community,®
NO. 32’ ppo 19’ 33-34.)
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How to Build a Latrine

Mapontso Motsapi built her latrine with what she had in her yard. You
do not need special things to make a latrine. You can build a latrine
with the materials you may have. Here are some simple steps you can
take to build your latrine.

1. Finding Materials to Use

You canuse reeds, grass, bricks, stones, mud, cement, split poles,
branches, or other materials that are available in your community.

2. Deciding Where to Build Your Latrine

Build your latrine at least6 meters from your house. Build your
Iatrine at least 30 meters from any water source. Always build your
latrine downhill from the water source.

. 359
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3. Digging the Pit for Your Latrine

Dig a hole, 1 meter long and

1 meter wide. The hole should
be3 meters deep. Make the
hole or the pit smaller at the
bottom than the top. Thesides
of the pitwill slant in. Then the
pitwill not cave in. Line the pit
and the sides with stones if the
soil is sandy or unstable.

4. Making the Floor

You can make the floor with
wood, branches, cement, mud,
poles, or other materials that
are available in your community.
Use the soil you have dug out of
the pit to raise the floor of the
latrine. Then rain water will not
gointo the pit. Leavea holein
the middle of the floor and
above the pit. Seal the pit with
mud, clay, or mortar all around
sono light enters the pit.
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5. Making the Seat or the Squatting Stones

You can make aseat or squatting stones with materials that
areavailable. Remember to make a cover for the hole. Make
along handle for the cover of a squatting latrine.

6. Building the Walls

Make the walls with materials you have. The front wall
shouldbe2 meters high. The back wall should be a little
shorter. The roof of the latrine

will slant down from the front
to theback

7. Ventilating the Latrine

Leave an opening between the
walls and the roof for ventila- _
tion. This will help make the
latrine less smelly.
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8. Fixing the Door

You can make a door that is fixed or hung from the top. You can
use hide, plastic, sack, or other materials that are available. You can
also make a door that s fixed from the side. You can use boards,
thatch, thin branches and leaves, or other materials that are
available. Remember not tolet any lightinto the pit of the latrine.
Always cover the hole when you are not using the latrine, This
stops flies from entering and living in the latrine,

Ventilation

Removable /
—rl covcr\ /
- S el /

{ Sides of pit
,'/slam in

(From: MEDZX. "Clean Water and Clean Community", No, 32, pp., 28~31)
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Taking Care of Your Latrine

For your good health keep your latrine clean. Flies will notlive and
breed in a clean latrine. A clean latrine will also notsmell Here are
some steps you can follow to keep your latrine clean.

1. Keep the seat, walls, and floor of your latrine clean. This stops flies
from living in your latrine.

2. Cover the hole of your latrine when you are not using the latrine.
Teach your whole family to do this.

3. Seal the pit carefully so there are no cracks. This stops light from
entering the pit. Withoutlight, flies cannot breed in the stool

4. Makesureyour latrine is not a nuisance to your neighbors.

5. Use the latrine until it is full to about one half meter from the top.
Remove the walls, floor, and seat if possible. Cover the top of the
pit with soil Mark the area. Diganother pit and build another
latrine. The pit can take about five years to fill if used by one family.

6. Twelve months after you cover the pit, you candig up the pitand
use the soil as fertilizer. Use the fertilizer on the vegetable garden
or spread it on the fields just before plowing

(From: MEDEX. "Clean Water and Clea}z Communlity.? No. 32, pp. 32)
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How to Make a Rubbish Pit

. Locate the rubbish pit atleast 10 meters from any water source.
Dig the rubbish pit downhill from any water source.

. Locate the rubbish pit at least 10 meters from your house.

. Digahole1 meterby 1 meter. Dig the holeabout 1 meterdeep.

Slant the sides of the pit towards the center.

. Throw rubbish into the pit. Cover the rubbish every day with soil

to stop flies and other insects from living in the rubbish.

. When the pit s full to about 200 mm from the top, cover the pit

with soil Dig another rubbish pit.

-907-
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How to Make a Compost Pit

1. Locate the compost pit in or near the garden. The compost pit
should be atleast 10 meters from your house.

2. Locate the compost pitatleast5 meters froma watersource. Locate
the compost pit downhill from any water source.

3. Digahole750mmby 1.5 meters Dig the hole about 1 meter deep.
4. Make alayer of dug so0il of about 100 mm at the bottcm of the pit.

5. Throw vegetable matter on top of the layer of soil Vegetable matter
canbe grass, weeds, or waste from the kitchen. You canalso throw
cattle manure into the pit. When the vegetable matteris250 mm
deep, add another layer of 100 mm of soil

.CT\

Keep the compost pit moist. Do notsoak the compost pit.

7. Turn the contents of the compost pit every two months in the
summer. Turn the contents of the pit every three monthsin the
winter.

8. Cover the pitwith soil when it fills up. Mark the position of the
compost pit.

9. You can use the contents of the compost pit as fertilizer after six
months.

MEDEX. "Clean Water and Clean Community."™ No. 32, p. 35)
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Sesslon 42, Tralner Attachment 42F

GUIDELINES FOR SAFE FOO0D

¥hen you purchase, prepare and serve food, 1t Is important to;

- Select good quality food. Food should smell fresh, come from a

clean source, be protected from flles and dirt and have a fresh
attractive look and color.

- Keep yourself clean.
— Keep the cooking and eating area clean.

2, Food can become unsafe to eat [f I+ Is:
- Served by a person carrying disease germs
- Served In solled dishes
- Eaten with dirty utensliis and hands.

3. Keep everything clean, Cleanllness helps to keep away disease germs,

Clean food Is likely to be safe food.

4. ‘then preparing foods:
- Store them for a very short time.
- Prepare In clean contalners.
= Cook thoroughly.
~ Serve Immedlately.
- Don't save leftovers unless you can put them In clean, covered

e containers In a cool piace,
(Froms
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ROLE PLAY INSTRUCTIONS

Setting: Front yard of a PC health worker's house. The PCY is buliding &
fire under a |arge kettie of water which he or she is bolling to purify It
for use In drinking and cooking. The PC health worker Lolls water on a
weekly basis.

Waik!ng along the road are two viilagers who notice the PC health worker
and stop to find out what he or she Is doing.

Role Description and Instructions for Village Team
You represent two villagers who are walking along the road in front of the
PC health worker's house as you've done many times. You are curlous about
the PCY In general and are partlcularly intrigued now because this Is the
third Sunday In a row that you have noticed him or her bolling a large
kettle of water In front of the house. The PCY does not appear to use the
bolied water to cook anything, rather, he or she puts the water into
bottles which are taken Into his or her house. In the village a
combinat.on of wood, dung and straw are used as fuel for cooking. Wood Is

costly and you cannot understand why the PCV uses so much wood for water
boil Ing.

Select two people to represent the villagers. As a group, decide what
questions the viilagers shkould ask the PCV. Ask relevant questions
regarding the wastage of wood and how the PCV knows the water is contami~
nated, etc.

"iime Out,® During the course of the role play the two villagers as a
unit may halt the action once to confer with the rest of your team
regarding questions and comments to be posed to the health worker.
Conferences are |imited to 90 seconds.

Instructions for Observers

Your task 1Is to observe the interaction between the PC health worker and
the two villagers In this role play. Pay particular attention to how the
PC health worker answers the villagers questions, what explanation s/he
glves, and his or her generai role In the Interaction. Record your obser-
vations and be prepared to discuss them In the group dlscussion which wili
follow the role play. .

Alternative Toplcs
The Yolunteer is:
- screening windows to keep mosquitoes and flles out
keeping small an'mals fenced In
- regularly sweeping the yard, cutting brush, and dralning stagnant
pools of weter outside the home
= constructing/malntaining/using a iatrine
wasuing hands after tolleting and before eating

- disposing of garbage In a sanitary manner (using a sanitary dump site,
copposting, etc.)
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Since 1961 when the Peace Corps was created, more than 80,000 U.S. citi-
zens have served as Yolunteers in developing countries, living and working
among the people of the Third World as colleagues and co-workers. Today
6000 PCVs are involved in programs designed to help strengthen local capa-
city to address such fundamental concerns as food production, water supply,
energy development, nutrition and health education and reforestation.

Peace Corps overseas offices:

BELIZE
P.0. Box 487
Belize City

BENIN
BP 971

Cotonou

BOTSWANA
P.0. Box 93
Gaborone

BURKINA FASO
BP 537-Samandin
Ouagadougou

BURUNDI

c/o American
Embassy
Bujumbura

CAMEROON
BP 817

Yaounde

CENTRAL AFRICAN
REPUBLIC

Bangu i

COSTA RICA
Apartado Postal
1266

San Jose

DOMINICAN REPUBLIC

Apartado Postal
1412

Santo Domingo

EASTERN CARVBBEAN

Including: Antigua,
Barbados, Gvenada,

#Montserrat, St.
Kitts-Nevis,St.

Lucia, St. Vincent,.

Dominfca ®Erin’
Court® Bishobs

Court HiN

P.0. Box 696-C

Bridgetown, Barbados

ECUADOR
Casfllia 635-A
Quito

FIJl
P.0. Box 1054
Suva

GABON
BP 2098
Libreville

SAMBIA, The
P.0. Box 582
Banjul

GHANA
P.0. Box 5796
Accra (North)

GUATEMALA

ba Avenida 1-46
Zona 2
Suatemala

HAITI
c/o American

Embassy
Port-au-Prince

HONDURAS
Apartado Postal
C-51
Tegucigalpa

JAMAICA
Musgrove Avenue
Kingston 10

KENYA
P.0. Box .30518
Hairobi

LESOTHO
P.0. Box 554
Maseru

LIBERIA
0x
Monrovia

MALAW!
Box 208
Litongwe

MALI
B8P 85
Box 564

MAURITANIA
BP 222
Nouakchott

MICRONESIA

.0. Box
Kolonia, Ponape
F.S.M..96941

MOROCCO

» Lanquat
Benzerte
Rabat

NEPAL
P.0. Box 613
Kathmandu

NIGER
BF 10537

Niamey
PAPUA NEW GUINEA

P.0. Box 1790
Boroko
Fort Moresby

PARAGUAY
¢/o American
Embassy
Asuncion

PHILIPPINES
P.0. Box 7013
Manila

RWAKRDA

c¢/o American
Embassy
Kigaili
SENEGAL
Dakar
SEYCHELLES
BF 697
Victoria
SIERRA LEOHE

rivate Hail Bag
Freetown

SOLOMON ISLANDS
P.0. Box 547
Honiara

SRI "LANKA
B507/% Siripa Road
Colombo 5,
Sri Lanka

SUDAN
Bjodi Deutsch

Administrator/PCV's
c/o American Embassy

Khartoum

SWAZILANRD
P.0. Box 362
Mbabane

TANZANIA
0X
Dar es Salaam

THAILAND

So01i
Somprasong 2
Petchburi Road
Bangkok £

T0GO
8P 3194

Lome

TONGA
BP 137
Nuku'Alofa

TUNISIA
BP 96

1002 Tunis-
Belvedere
Tunis

NESTERN SAMOA
Private Mail Bag
Apia

YEHEN
P.0. Box 1151
Sana‘'a

ZAIRE
BP 697
Kinshasa




